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Regular SIMILAC feeding of full term and premature infante 
provides 


adequate vitamin C 
+ to calcium-phosphorus 

+ all the essential amino ocids 

curd tension of zero 


In the above respects and, significantly, in 
oe | | modification of fats, proteins, minerals and 
vitamins specifically for infant feeding, 


is so similar to human breast milk 
that. there is no closer equivalent 
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All-Around Vitamin Supplementation 
for the *‘active ages*°’ 


water-soluble liquid 
vitamin preparations... 
Mead’s three Vi-Sols provide flexibil- 
ity in choice of vitamins to meet the 
varying needs of the “active ages’’, 
combined with an unusual palatabil- 
ity that assures patient acceptance. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,IND.,USA 
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of “your” babies’ orange juice? 


No wonder some babies find orange juice hard to digest! When oranges 
are squeezed, the tiny oil sacs in the peel and the “‘rag”’ are ruptured, 
releasing citrus oils into the juice. These oils are turpentine-like 
hydrocarbons with an octane rating of 93—nearly as 
high as aviation gasoline. 
It is these oils which are believed to be troublemakers in 
most stomach upsets from orange juice. 


These oils are practically eliminated from BIB! BIB actually reduces oil 
content to a point less than 0.01%! Thus BIB is smoothly and 
easily digested by baby! 
And BIB alone guarantees more than a child’s full daily Vitamin C needs 
(over 40 mg/100 cc Natural Vitamin C when packed). BIB pulverizes 
fruit cells without sacrificing nutriments, bringing to baby a juice 
that flows freely even through bottle nipples. BIB is a snap 
to feed—fiavor is held uniform—costs less than 
average home-squeezed juice! 


tell your mothers the 
just open... pour... and feed! 


P.S. May we send you full-size samples and literature? 
Write the Bib Corporation, Box 866—Dept. 8E, Lakeland, Florida. 


THE BIB CORPORATION - LAKELAND, FLORIDA 
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OF HAPPY MEALTIMES 


HEN a baby’s early experiences 
with food are pleasurable, the 
benefits are reflected in many ways 
besides added pounds and inches. 
Zestful enjoyment of meals also 
helps a baby thrive emotionally! 


How fortunate for your young pa- 
tients that all Beech-Nut Foods taste 
so appetizing! With so many appeal- 


ing varieties to choose from, meal- 
times can be happy from the start! 


All Beech-Nut standards of production 
and advertising have been accepted by the 
Council on Foods and Nutrition of the 
American Medical Association. 


. y A wide variety for you to recommend: Meat 


J and Vegetable Soups, Vegetables, Fruits, 
— Desserts—Cereal Food and Strained Oatmeal. 


Beech-Nut FOODS « BABIES 


Babies love them...thrive on them! 


4 


: q . 
: 
| 
ee | 
Beech-Nut | © 
= 
1 
_ 
\ 


(Continued from page 3) 


DEPARTMENT OF ABSTRACTS 


Burns, E., and Harvard, B. M.: Common Congenital Lesions of the Urinary 


Wyatt, O. S.: Intestinal Obstruction in the Newborn and the Infant. . 


Bradley, C.: Behavior Disturbances in Epileptic Children. ........ 


Boyd, H., and Helfrick, F.: Celiac Disease Treated with Polvoxvethylene 


K.: Pyloric Stenosis in Four First Cousins 


Carter, C. O., and Savage, T. 


BOOK REVIEWS 


Maternal Care and Mental Health. By John Bowlby, M.D... . 


Handbook of Pediatric Medical Emergencies. By Adolph G. DeSanetis, M.D., 


From a Doctor's Heart. By Eugene F. Snyder, M.D........... .. 404 


Pediatric Allergy. By Robert Chobot, M.D........... 


Deafness and Erythrobiastosis Fetalis............. 


Chronic Edema as Sole Clinical Feature of Hepatic Disease... . 


Disease Due to Cat Scratches. 


ELIXIR BROMAURATE 
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Cuts short the period of illness and relieves the 
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Bronchitis and Bronchial Asthma. 


In four-ounce original bottles. A teaspoonful every 
3 to 4 hours. 
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CHLORCYCLIZINE HYDROCHLORIDE 


New because its distinctive chemical component is a 
piperazine ring instead of the ethylenediamine group on 


which most antihistaminic compounds have so far been 


on prescription only 


based; greater specificity of action is the result. 
Y The clinical usefulness of ‘Perazil’ rests on its well 


marked and prolonged antihistamine action and the . 
fact that only a few patients experience any side reg 


tions: those who do so usually find them mild. 


“The percentage and severity of side reactions was very 
low. Due to the longer duration of action of ‘Perazil’, less 


frequent administration of tablets was necessary”. 


Cullick, L. and Ogden, H. D.: J. South Med. Assn. 43; No. 7, July 1950 


INDICATIONS: Hay fever, vasomotor rhinitis, urticaria, 
allergic dermatitis and pollen asthma. 


DOSAGE: 50 mg. (one product) once or twice daily with water; 
may be increased if required in severe cases. 


PREPARATION: ‘Perazil’ brand Chlorcyclizine Hydrochloride 50 mg. 
Each compressed product is scored to facilitate division. 


BURROUGHS WELLCOME & CO. (u.s.a.) imc. Tuckahoe 7, 
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“must be highly recommended for the 


rapidity of its healing action’' 


DESITIN 


OINTMENT 


infants with diaper rash | 
“were completely cured by ¥ ie: 
modified cod liver oil ointment , 
(Desitin), in from two to seven 
days’’. The clinical report! notes 
“rapid healing, without exception, 
of the most excoriated buttocks.” 


protective e soothing e healing 
in diaper rash, exanthema 


intertrigo, chafing, irritation 
(due to urine, excrement, chemicals or friction) 


DESITIN OINTMENT is a self-sterilizing blend of high 
grade, crude Norwegian cod liver oil (with its unsatu- 
rated fatty acids and high potency vitamins A and 
D in proper ratio for maximum efficacy), zinc oxide, 
talcum, petrolatum, and lanolin. Does not liquefy at 
body temperature and is not decomposed or washed 
away by secretions, exudate, urine or excrements. 

Dressings easily applied and painlessly removed. 
Tubes of 1 oz., 2 oz., 4 oz., and 1 Ib. jars. 


write for samples and reprint 


DESITIN cHemicat COMPANY 70 Ship Street © Providence 2, .1. 


1. Behrman, H. T., Combes. F. C., Bobroff, A., and 
Leviticus, R.: Ind. .& Surg. 18:512, 1949. 


DESITIN OINTMENT serves to ease pain, inhibit infection, 
stimulate healthy granulation, and accelerate smooth epitheliza- 
tion even in stubborn, slow healing wounds, ulcers and burns. 
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high caloric feeding 


vs 


in infant diarrheas 


“The high calory oral feeding of infants with diarrhea is much supe- 
rior to the starvation or minimal feeding so commonly practised, in 
that the natural defenses, viz. the antibodies, are given an oppor- 
tunity for full development and fuli functioning. The extra calories 
supplied compensate for the food lost owing to the accelerated in- 
testinal rate which occurs in diarrhea. ' 


The high calory diet includes Appella. 


“The apple powder is an important component of the regimen, since 


it slows the intestinal rate and converts the watery irritating stools 
into comparatively normal dejections.”' 


APPELLA Apple Powder 


®@ High and Uniform Potency 
Small Bulk 

© Easy Dosage 

® Prompt Control of Diarrhea 
© No Constipation 


Supplied in 7 oz. and 18 oz. jars. 


Stearns inc. APPELLA, trodemork reg. US. & Concda 


New 18, N.Y. Winosor, Ont. 1. O'Keefe, E. S.. Rhode Islond Med. Jour, 33.127, Mor, 1950. 
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lhe mal iad 


To a high percentage of petit mal victims, 
TRIDIONE and its homologue, PARADIONE, may 
make the difference between a seizure-restricted and 
a seizure-free, normal life. These dramatic anti- 
convulsants are products of Abbort’s extensive, 
continuing research for drugs effective in epilepsy 

The action of TRIDIONE and PARADIONE is essentially 
the same. There is only this important variation: one drug may prove 
successful when the other has failed. But please do not administer either 
drug, however, until you have familiarized yourself with the precautions 
and techniques which must be observed. Write to us, 
Abbort Laboratories, North Chicago, Illinois for complete 


information. TRIDIONE and PARADIONE, in tablets, 
capsules and solutions, are at pharmacies everywhere. Abbott 


(TRIMETHADIONE, ABBOTT) (PARAMETHADIONE, ABBOTT) 
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MEAD JOHNS. 


Added carbohydrate is required for well 
balanced formulas. Adequate carbohydrate: 
1. Spares protein for tissue building functions. 

2. Permits proper metabolism of fat. 

3. Promotes optimum weight gain. 

4. Encourages normal water balance. 
Pediatric authorities recommend a caloric 
distribution of about 15% from protein, 
35% from fat, 50% from carbohydrate. For 
40 years, cow’s milk and Dextri-Maltose® 
formulas with this approximate caloric dis- 
tribution have been used successfully. 

These formulas very often consist of % 
evaporated milk, % water and 5% added 
Dextri-Maltose—about 1 level tablespoon 
Dextri-Maltose to 5 ounces of formula. 


It takes 


adequate 


added 
carbohydrate 
to balance the formula 


with the infant's needs 
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NORM 


- - — 0 
Normal schedule of devel- 
opment (auxodrome) plot- +10 
ted on Wetzel Grid.' 


CURVE A 
+30 - 

Composite Wetzel Grid 

auxodrome of 60 unselect- 

ed infants on S-M-A from 

birth to 6 months of age. 


CURVE B 


Growth data, recomputed 
on Wetzel Grid. based on 
“selected subjects, most of 
whom were favored by er- 
vironment;”: age: from 
birth to 6 months. 


Weitzel, N. 
J. Pediat. 24439, 
1946 


2. Jackson, R. L., 

and Kelly, H. G.: 
J. Pediat. 27:215, 
1945 
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Comparative development rates prove... 


builds husky babies 


Recent clinical studies of development rates of unselected 
S-M-A-fed babies (curve A on chart) prove its value. The 
growth results compare favorably with “standards which are 
considered to approach the optimum for genera! pediatric 
practice.”? (curve B on chart). 


Because it is patterned after human milk S-M-A 


with Vitamin C added 
is recognized as an out- 
standing food for babies. 


Wyeth Incorporated, Philadelphia 2, Pa. Wyeth 
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for better nutrition 
from infancy 


DROPS 


8 vitamins, in convenient liquid form, 
for the infant and the growing child 


a : ABDEC DROPS provide eight important vitamins in 
\ a stable, non-oily, non-alcoholic solution. By 


prescribing them regularly you assure your pediatric 


patients a firm nutritional foundation from infancy. 


Some children like ABDEC DROPS directly on the 
tongue; others prefer thern mixed in food, fluid, or 
\ formula; all—infanfs, toddlers, older children— 


find them acceptable. 


ABDEC DROPS contain, in each 0.6 cc. (10 minims): 
vitamin A, 5,000 units; vitamin D, 1,000 units; vitamin B,, 


1 mg,; vitamin B,, 0.4 mg.; vitamin Be, 1 mg.; pantothenic 


acid (as sodium salt), 2 mg.; nicotinamide, 5 mg.; vitamin C, 


50 mg. Average daily dose: infants under one year —0.3 cc 
(5 minims); older children—0.6 cc. (10 minims). Available 
in 15 ce. and 50 cc. bottles with graduated dropper. 


PARKE, DAVIS & COMPANY 
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OINTMENT 
Undecylenate AND 
POWDER 


BURROUGHS WELLCOME & CO. ws. ky ne. Tuckahoe 7, New York 
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POLIOMYELITIS IN A PAIR OF IDENTICAL TWINS* 


REPORT OF CASES 


Ropert R. HAUMEDER, M.D. 
Berkeley, Calif 


Reports of the appearance of paralytic poliomyelitis in two or 
more members of the same family have appeared occasionally'*, 


but its appearance in identical twins has been reported only 


The following case histories are those of a pair of five-year-old 
identical twin boys who developed similar forms of paralytic polio- 


myelitis. 


CASE REPORTS 

Case 1. J. K., age 5, was admitted to the hospital on November 
11, 1950, with a history of a mild cold for one week. Twenty-four 
hours before admission he complained of headache, nausea, vomit- 
ing and fever; a Jaccid paralysis of the right arm had been present 
about twelve hours. There was a history of an otitis media a month 
before entry which had been treated with oral penicillin for two 
days. The patient had been vaccinated two weeks before admission, 


resulting in a primary take. 

The patient was a well-developed, well-nourished, white male 
who appeared acutely ill. There was marked nuchal rigidity; the 
pharynx was acutely inflamed. There was a good gag reflex and 


*Reported from the Department of Pediatrics, Highland-Alameda County Hospital, 
Oakland, Calif., A. L. Gleason, M. D., chief of service. 
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no dysphagia. Heart and lungs were normal; diaphragm and 
intercostal muscles were functioning normally. Neurological exam- 
ination revealed normal superficial reflexes, intact cranial nerves 
and positive Kernig’s and Brudzinski’s signs. Deep tendon reflexes 
were normal, except those of the right arm. There was complete 
paralysis of the right arm and only feeble flexion and extension of 
the right hand. Muscles of the back and the hamstrings were in 
moderate spasm. 

Spinal fluid on admission showed normal pressure; there were 
183 leukocytes with 76 per cent lymphocytes. Sugar and chlorides 
were normal. 

By noon of the second day his temperature was 103° F. and the 
right hand was completely paralyzed. In the evening the left arm 
had lost the power of flexion, extension, pronation and supina- 
tion; abduction and adduction were very weak. Intercostals, dia- 
phragm and pharyngeal muscles were normal. By 10 P.M. the 
patient was beginning to have some respiratory distress and using 
his accessory muscles of respiration. No dysphagia nor accumula- 
tion of mucus was present. Three hours later marked weakness 
of the intercostals and diaphragm were noted and the patient was 
placed in a respirator and oxygen was started. The temperature 
remained elevated to 101.5° F. There was marked restlessness 
during the third hospital day and he began having excessive 
nasopharyngeal secretions which required suctioning every few 
minutes.- The airways remained adequate; temperature remained 
at 101° F. On the fourth hospital day he was drowsy and grad- 
ually lapsed into coma. He received two units of pooled, irradiated 
plasma and 1,000 ce. fluids parenterally. He declined rapidly and 
died at 10 P.M. on the fourth day, in apparent respiratory failure. 
Autopsy was not performed. 

The patient was treated with hot packs during his entire hospi- 
talization and received Priscoline, 50 mgm. every four hours, the 
last two days of his illness. 

Case 2. D. K., age 5 and the identical twin brother of J. K., was 
admitted the afternoon of November 22, 1950 with a history of 
fever, headache, nausea and vomiting for the past day. He had 
been entirely well for several months. Vaccination on October 
31, 1950 had resulted in a primary take. 

The patient was a well-developed, well-nourished, white male 
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who appeared moderately ill and was unable to move his right 
arm. Temperature was 101.4° F., pulse 130. There was marked 
nuchal rigidity; the pharynx was acutely inflamed. The gag 
reflex was normal; there was no dysphagia. Superticial reflexes 
were normal; no cranial nerve palsies were noted. Kernig’s and 
trudzinski’s signs were positive. Deep tendon reflexes were 
normal, except those of the right arm. The muscle weakness of 
the right arm was exactly the same as in his twin brother on 


admission. There was moderate spasm of the back and hamstrings 
and the remainder of the examination was normal. 
Spinal fluid pressure was normal, there were 281 leukocytes with 


24 per cent lymphocytes. 

The patient received one unit of plasma immediately and was 
started on Priscoline and oxygen. 

On the following day his temperature was 100° F. His right 
arm and hand were completely paralyzed and there was beginning 
involvement of the left upper arm. The temperature rose to 102° F. 
on the afternoon of the second hospital day: two more units of 
plasma were given and no further progression of paralysis was 
noted. 

Temperature was 100° F. on the third hospital day; degree of 
paralysis remained about the same. He again received two units 
of plasma. 

On the fourth day the patient was feeling well; he had normal 
temperature. On the sixth day, slight improvement of function 
of the left arm was noted and the spasm of the back and hamstrings 
was decreasing. 

The patient was discharged to a private physician on the eighth 
hospital day for further physiotherapy. There was only slight 
weakness of the left arm but the right arm was still completely 
paralyzed. Three weeks after discharge the patient has recovered 
full use of the left arm but the right remains paralyzed. 


DISCUSSION 

The possibility of a hereditary tendency to develop poliomyelitis 
and paralytic poliomyelitis has been mentioned before.’ 

If such a tendency exists it would be even more likely to appear in 

identical twins ; with a similar onset one might well expect a similar 

course in such cases. Our cases were so similar in onset that most 
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similar outcome in the second twin. 

At the time of admission of the first patient, we were not 
routinely treating poliomyelitis patients with plasma, reserving 
it for those deemed more seriously ill. This was the reason for not 
giving it earlier to the first patient. Because we were so anxious 
to do everything possible for the second patient, it was started 
so early in him. 

Exactly how much difference in therapy affected the outcome 
in the second case cannot be determined; had plasma been with- 
held till the fourth day would the second twin have succumbed? 
There is a definite possibility that the plasma did have some bene- 
ficial effect although the presence of antibodies has been fairly 
well ruled out by some investigators. 

A recent report on poliomyelitis mentions the use of plasma 
and, although the authors could not show any statistical proof of 
its efficacy, they state that on clinical impression it often seems 
to be of definite benefit. 

We feel that plasma played a part in halting the progression of 
symptoms and further believe that it should be used in all cases 
and used early. 
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PEPTIC ULCER IN CHILDHOOD* 


Report OF CASES 
James B. M.D. 
AND 
HeLen E. Buiss, M.D. 
Urbana, Ml. 


Reports of the occurrence of gastric and duodenal ulcer in 
infancy and childhood have been relatively infrequent. In 1941 
Bird, Limper and Mayer’ reviewed 243 previously reported cases. 
These authors suggested that cognizance of the occurrence of 
peptic ulcer in childhood and more frequent use of roentgenologic 
studies in patients of the younger age groups may make the diag- 
nosis of inflammatory lesions of the gastro-intestinal tract less rare. 

Ulcers, both single and multiple, may occur in the stomach or 
duodenum of children at any age. Approximately 37 per cent of 
cases have been observed in children less than one year of age 


and the age of lowest incidence is between one and nine years.' 
The higher incidence in males than females at all ages has been 


frequently noted. 

Consideration of duodenal ulcer is more or less inseparable from 
gastric ulcer and points of similarity between the two are numer- 
ous. The ratio of duodenal ulcer to gastric ulcer (in adults) varies 
in different countries, and in the United States is 12:1*. In child- 
ren this ratio is 3:1 or greater. 

Sturtevant and Shapiro* reported five cases of gastric ulcer in 
children in 7,219 necropsies. From 1906 to 1925 in 8,360 peptic 
ulcers observed at the Mayo Clinic, Procter’ found only three in 
children. Two were duodenal ulcers and one was gastric. Schmidt* 
noted 17 peptic ulcers in 2,715 post-mortem examinations on chil- 
dren in the second year of life or older. Berglund,’ in an analysis 
of the records of necropsies done on children up to the age of 13 
vears in the hospitals of Stockholm, found 14 duodenal ulcers, 
four gastric ulcers and one combined duodenal and gastric ulcer. 
Seventy per cent of these children were in the first year of life. 
Foshee’ summarized all cases of gastric ulcer reported until 1932, 
and with his own, there were 13. The ages of the children ranged 


*From the Department of Pediatrics, Carle Memorial Hospital and Carle Hospital 
Clinic, Urbana, Illinois. 
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In 1940 Burdick" reported ten 
cases of peptic ulcer in childhood; all but one was duodenal and 


from three months to 14 years. 


the ages varied from three weeks to 13 years. Benner’ reported 
eight cases of peptic ulcer in patients ranging from the newborn 
period to 11 years of age. In each instance the diagnosis was made 
at post-mortem. Ten cases of ulcer were observed at the Babies 
Hospital, New York, between 1930 and 1944 in patients beween 


the ages of three months and 12 years.” Four of the diagnoses 


were at autopsy. 


' has classified the ulcers of infaney and childhood 


Kennedy! 
in rather distinct groups. In the neonatal period the most frequent 
symptom is hematemesis or gross melena, particularly the latter. 
Death may result from hemorrhage or peritonitis, following per- 
foration ; however, rapid healing of the ulcer may occur. 

\ second group of acute ulcers occurs in infants from a few 
weeks to one year of age. In certain of these infants there are 
no symptoms and diagnosis has been made at necropsy. Presenting 
symptoms may be hematemesis, melena, or signs of peritonitis 
subsequent to perforation. Vague symptoms of dyspepsia and 
vomiting occur occasionally. The infants with indefinite ab- 
dominal discomfort, loose stools, vomiting and dehydration and 
occasional streaking of the stool or vomitus with blood are often 
regarded as suffering from gastro-enteritis. 

Children from one to nine years of age compose the third group. 
In this age period the lesions are chronic but the signs and symp- 
toms so characteristic of the condition in adults are rarely present, 
and chagnosis is usually made at surgery or necropsy. Anorexia, 
failure to gain and upper abdominal pain with mild tenderness are 
occasionally observed while night pain, acid eructation, pyrosis and 
flatulence are uncommon, After ten vears of age the peptic ulcer 
usually assumes the characteristic pattern by which it is identified 
in the adult. 

The etiology of peptic ulcer is a disputed point, but it is probable 
that certain factors with a role in the etiology of peptic ulcer in 
adults may function in a similar way in children. Obviously 
casual agents as alcohol and tobacco are not significant in child- 
hood. The roles of infection, asphyxia and anxiety as causes of 
ulcer in infaney and childhood are not definitely known. In some 
two per cent to four per cent of persons with extensive third 
degree burns of the skin acute ulcers of the stomach or duodenum 
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appear. These ulcers are sharply outlined and usually do not ex- 
tend below the submucosa, although perforation has been reported.’ 
Many theories of pathogenesis have been proposed, including 
the liberation of histaminoid substances, but none have been 
proved. Of 92 such cases collected from the literature, 71 were 
duodenal ulcers, 16 were gastric ulcers and five were both a duo- 
denal and gastric 

Duodenal ulcers are usually situated on the posterior wall nearer 
the papilla than the pylorus. Gastric ulcers, commonly observed 
on or near the lesser curvature, perforate more frequently than 
duodenal ulcers. In infancy, ulcers are usually acute with munimal 
induration or round cell infiltration, The ulcers may be oval or 
circular and single or multiple in the duodenum or stomach of 
infants. The ulcer in older children, similarly to adults, 1s often 
characterized by a definite crater, an indurated border which is 
palpable, and hyperemia and stippling of the peritoneal coat. Ma- 
lignant changes in chronic peptic ulcer of childhood have not been 
encountered. 

From 1934 to 1951 six children with peptic ulcer have been 
observed by the authors. In each instance the diagnosis was sus- 
pected clinically and confirmed by roentgenologic examination. Five 
were wale and one was female, and the ages were nine, nine, four 
and one-half, four, three, and two years, respectively. Five of the 
ulcers were duodenal and one was gastric. None of the patients 
were in the neonatal or newborn groups and all six were im the 
age period (one to nine years) in which peptic ulcer is reported 
to occur least frequently. An obstructing pyloric ulcer occurred 
in the youngest patient, age two years. Among 243 cases of peptic 
ulcer in children only 22 were noted between the age of two and six 
vears.' The ulcer in this youngest patient was possibly initiated 
or aggravated by the administration of aureomycin. The oldest 
patient, age nine years and with spastic quadriplegia, sustained a 
gastric ulcer (Curling’s) subsequent to a severe and extensive 
burn. 

CASE REPORTS 

Case 1. B. A., female, age four years, was first examined June 

2? 1934. The father and mother were well, and she was the oldest 


of three children. The family history was non-informing. and the 


patient’s only serious illness had been pneumonia at ten months 
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She was a full term baby, delivered normally, and weighed 3,062 

grams. For the first ten months she was breast fed. As an infant 
constipation was marked. After four months of age she suffered 
periodic attacks of vomiting without fever and apparently little pain. 
At 19 months of age an attack of severe vomiting and diarrhea 
without fever occurred and lasted approximately one month. The 
episodes of vomiting appeared suddenly without preceding illness 
and lasted from several days to two weeks. During the first 18 
months of life the vomiting ordinarily occurred immediately after 
feeding. 

With increasing age the complaint of abdominal discomfort was 
frequent. The pain usually occurred at night and would awaken 
her, but occasionally it started before meals or was postprandial. 
Relief was obtained on numerous occasions by ingestion of soda, 
though never by emesis. Administration of milk for the pain was 
never attempted, but other foods had not relieved the distress. The 
abdominal discomfort was occasionally associated with emesis. 
Recurrent vomiting lasted from several days to three weeks, and 
the interval between episodes was rarely more than a few days. 
Blood in the vomitus or stools had never been observed. Meat, 
crackers or other rough, dry foods were not tolerated in the diet. 
Malnutrition, nervousness and irritability were constant. 

Physical examination disclosed a pale, malnourished child. Weight 
was 271% pounds, the average normal weight being 38 pounds. 
Pulse was 128 and rectal temperature 100° F. The tonsils were 
medium sized and infected and the anterior cervical glands slightly 
enlarged. Extreme dental caries was present. Examination of the 
heart, lungs and abdomen was non-informative. Urinalysis was 
negative. The blood count revealed hemoglobin 60 per cent 
(Sahli), erythrocytes 3,610,000, leukocytes 8,800 of which 38.5 per 
cent were lymphocytes, 6 per cent large monocytes and 55.5 per cent 
neutrophiles. The guaiac test for occult blood in the stools was posi- 
tive after a meat-free diet of one week. Gastric analysis showed 16 
per cent free hydrochloric acid and 29 per cent total acidity. The 
tuberculin test was negative, as was the blood Wassermann. 
Roentgenologic examinations of the chest, colon and gall-bladder 
were negative. Fluoroscopic and X-ray studies of the stomach and 
duodenum on two occasions disclosed cardiospasm and _ typical 
ulcer deformity of the duodenal cap. A modified Sippy diet was 
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prescribed. Milk and cream were given hourly with alkalis between 
the feedings; anti-spasmodics were administered regularly. Im- 
provement was immediate, and at the end of one week a bland 
diet with milk and cream between meals was started. Within the 
first two and one-half weeks of treatment weight increased one 
pound, and the parents reported that for the “first time they could 
remember” she did not complain of abdominal discomfort. Roent- 
genologic studies ten months after diagnosis showed duodenal ulcer 
and some duodenitis . Because of recurrent vomiting and roentgen- 
ologic evidence of persistent cardiospasm, repeated esophageal dila- 
tation was performed in 1935. Some improvement was noted. In 
1943 roentgenologic studies disclosed the esophagus to be negative, 
but the duodenal ulcer persisted and some gastric retention was 
present. Surgery was refused on several occasions. 

Case 2. D. W., male, age nine years, was first examined May 
20, 1939 because of sore throat and abdominal pain. Two months 
previously bloating and excessive flatus had been noted. Roentgen- 
ologic studies elsewhere had shown a “congenital condition”, and 
the patient improved on a prescribed diet free of raw fruit and 
vegetables. He was nervous, tense, perspired easily and slept rest- 
lessly. Physical examination was non-informative. 

Roentgen studies of the gastro-intestinal tract showed constant 
deformity without crater on the lower contour of the duodenal cap. 
Laboratory studies, including urinalysis, complete blood count and 
sedimentation rate, were within normal range. The patient was 
placed on a modified ulcer diet and antispasmodics were prescribed ; 
two months later he was free of symptoms. Roentgen examination 
in 1939, in 1948 and again in 1951 showed persistent deformity 
of the duodenal cap, although he rarely complained of abdominal 
distress. 

Case 3. W. R., male, age four and one-half years, complained 
of abdominal pain of eight months duration when first examined. 
The pain occurred before meals and during the night. He was a 
tense, high-strung child and as an infant had been treated for 
allergic dermatitis. Physical findings were unimpressive, and lab- 
oratory studies were essentially normal except for roentgenographic 
evidence of duodenitis. 

Therapy consisted of a bland diet with milk and cream between 
meals, antacids, antispasmodics and sedatives. Improvement was 
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marked within a few weeks, although abdominal discomfort. has 
continued from time to time ever since. Re-examination ri entgen- 
ographically three months later showed less irritability of the 


duodenal cap, but a deformity at the base of the inferior border oi 


the cap was noted. This was interpreted as an ulcer by the 


roentgenologist. Similar studies five months later were negative 


for evidence of duodenitis or ulcer. 
There was recurrence of the symptoms three years subsequent 


to the initial examination. Roentgenologic studies demonstrated 


Fig. 1. (Case 4). Note the deformity of the duodenal cap 


recurrence of duodenitis, and an ulcer regime with appropriate 


diet and medication was resumed. For the two years preceding, up- 
setting emotional factors had existed in the patient’s home, The father 
had been under constant observation by a psychiatrist, and the 
mother presented many emotional disturbances and became unduly 
disturbed over the welfare and health of her children, Fluorosc: ypic 
evidence of duodenitis was still present the year following this 
second admission. This patient has been considered to have had 
both duodenitis and duodenal ulcer. 

Case 4. }. M., male, age three vears, was examined on July 11, 
1947, and the presenting complaint was “stomach trouble”. Vonit- 
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ing had occurred for several months and abdominal discomfort 
awakened him in the night. Excessive belching had been observed. 

Physical findings were negative except for enlarged, infected 
tonsils. Laboratory studies, except for roentgenologic examina- 
tion of the stomach and duodenum, were non-informative. A 
constant deformity of the upper edge of the duodenal cap was 
observed ; there was no visible crater or obstruction (Fig. 1.). A 
modified ulcer diet, antacids, antispasmodics and sedation were 


Fig. 2. (Case 5). Note the ulcer crater at the lower portion of the lesser 
curvature. 


prescribed. He had gained two pounds and was relieved of abdo- 
minal distress in the subsequent six weeks. He was not observed 
again until July 1949; there had been recurrence of “stomach 
trouble” in September 1948, and the mother reported that roentgen 
studies elsewhere showed evidence of duodenitis and duodenal 
ulcer. Ulcer diet and therapy had been resumed for four months 
at that time with complete relief of symptoms. 

Case 5. F. S., male, age nine years, first developed symptoms of 
ulcer subsequent to a severe and extensive burn on the left abdo- 
men and flank area by boiling water. The burn was incurred on 


June 27, 1948. The patient was a severe spastic quadriplegic and for 
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one month was treated in his own home in another community. 
In that period he vomited blood on several occasions. From July , 
26 to August 20 he was hospitalized in a local hospital where his 
condition was critical for the first two weeks. After dismissal from 
the hospital hematemesis and melena occurred frequently. 

On initial examination, November 18, 1948, his general con- 


Fig. 3. (Case 6). There is marked narrowing of the pyloric 
canal with almost complete obstruction. 


dition was very poor. He was in obvious pain, vomited occasionally 
and weighed only 29 pounds. The healing burn over the left 
abdomen and flank area showed many areas of granulation. Roent- 
gen studies showed a flat ulcer low on the lesser gastric curvature 
(Fig. 2). A modified Sippy regime with antacids, antispasmodics 
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and sedatives was prescribed. When observed one month later his 
mother reported considerable improvement. In January and again in 
October 1949 he was hospitalized for recurrent hematemesis and 
melena; on each occasion a transfusion was necessary. Subse- 
quently he had been on an ulcer regime continuously and frequently 
vomits blood-streaked mucus. His condition remains poor, mal- 
nutrition is extreme, and melena occurs occasionally. 

Case 6. D. L., male, age two years, was referred on November 
22, 1950 because of recurrent, persistent vomiting and dehydration. 
Improvement had not occurred with intravenous infusions else- 
where. Pharyngitis and cervical adenitis had occurred three weeks 
previously. He was treated with oral aureomycin and subsequently 
began to vomit repeatedly. For one week the vomiting was mild 
and then became of sufficient severity to necessitate intravenous 
therapy, which was without apparent benefit. 

The past medical history was essentially negative, including a 
complete absence of gastro-intestinal symptoms. He had received 
aureomycin several times prior to the present illness without 
untoward symptoms. 

Physical examination was not informative except for rather 
marked dehydration and mild nasopharyngitis. He was afebrile. 
Laboratory studies, including urinalysis, complete blood count, 
x-ray of the chest and intravenous pyelogram, were regarded as 
within normal limits. Repeated intravenous infusions were given on 
admissio 1, and for three days the vomiting ceased. With recurrence 
of vomiting roentgenologic studies of the stomach showed almost 
complete obstruction at the pylorus ( Fig. 3) ; examination 24 hours 
subsequently disclosed the stomach full of barium. 

He was transfused, and on December 1, 1950 under vinethene 
and ether anesthesia an exploratory laporotomy was performed by 
Dr. Frank Russ. Through an oblique, subcostal, transrectus incis- 
ion the dilated stomach was examined. Stippling of the pyloric 
area for gross inflammation was not evident. Examination of the 
proximal portions of the duodenum demonstrated no abnormalities. 
A longitudinal incision was made in the pylorus from 2 cm. proxi- 
mal to the pylorus to 2 cm. distally and the stomach and duodenum 
were opened. On the anterior aspect of the pylorus an ulcerated 
area 3 mm. in diameter with a somewhat fibrous base was noted. 
A pyloroplasty was effected, and the abdomen was closed. 
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The postoperative course was uneventful and a normal tempera- 
ture was maintained. A modified Sippy regime with antacids and 
antispasmodics was instituted, and he was dismissed from the 
hospital December 23, 1950. Since dismissal an ulcer regime has 
been maintained, and he has been free of all symptoms. On March 
12, 1951 roentgenologic studies disclosed slight deformity of the 
duodenal cap; this was regarded as due to the surgery, and there 
was no evidence of obstruction. 
COMMENT 

The existence of gastric or duodenal ulcer in childhood may be 
suspected clinically by the presence of persistent ulcer-like symp- 
toms or chronic recurrent digestive symptoms of a more vague 
nature. Actual diagnosis, however, requires a surgical or roentgen- 
ologic confirmation. 

Pain, vomiting and constipation are the most frequently observed 
symptoms of peptic ulcer in childhood. Hemorrhage, observed 
rather commonly in patients less than one vear of age, was noted 
only in the patient (Case 5) with Curling’s ulcer. Periodicity, 
night pain and relief by soda bicarbonate or milk were obtained 
in the histories of several patients. The clinical manifestations of 
uncomplicated duodenal ulcer in most cases are identical with those 
of duodenitis, a more superficial inflammatory lesion observed 
occasionally in childhood and differentiation is made roentgeno- 
graphically.“ In two patients (Cases 1 and 3) both duodenitis and 
duodenal ulcer were observed. The relationship of duodenitis as 
a possible precursor of ulcer is not known; the lesions may be 
observed together or independently in adults and children. 

Symptoms referrable to the gastro-intestinal tract, in) some 
instances suggestive of peptic ulcer, had been present for periods 
varying from three weeks to several years prior to observation of 
these six patients. Case 6, age two years, had no symptoms of the 
gastro-intestinal tract prior to therapy with aureomycin for an 
upper respiratory infection three weeks previously. The possible 
role of aureomycin in initiation of the ulcer or aggravation of a 
previously existing ulcer is suggested. The complete absence of 
previous abdominal complaints, the precipitous onset, and the 
clinical and roentgenologic evidence of pyloric obstruction obscured 
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the clinical diagnosis of peptic ulcer which was made at surgery. 
The occurrence of acute, obstructing pyloric ulcers in children of 
this age group is extremely rare. A gastric ulcer of the pylorus 
simulating hypertrophic pyloric stenosis in an infant nine weeks of 
age Was reported recently." 

In Case 1 cardiospasm was associated with the duodenal ulcer, 
and the resultant symptoms were persistent and troublesome. Ab- 
dominal complaints were present at an early age, and symptoms 
of ulcer were still noted at the age of 18 years when the patient 
was observed in the medical department. The typical duodenal 


deformity on roentgenologic study was still demonstrated in Case 


2, 12 vears subsequent to the initial examination. Although it was 
impossible to follow all of the patients for a long period, the im- 
pression was gained that persistence or recurrence of ulcer symp- 
toms was common in the children of this group. These observations 
of chronicity would substantiate the opinion that peptic ulcer in 
adults may have had onset in childhood. 

The failure to obtain satisfactory clinical improvement with 
adequate therapy in the patient with gastric (Curling’s) ulcer was 
due at least in part to his poor general condition. He was entirely 
helpless, suffering from spastic quadriplegia and extreme malnu- 
trition. Curling’s ulcer of the stomach is considerably less common 
than the duodenal lesion. Surgical intervention for the recurrent 
bleeding was not considered in this patient because of his poor 
general condition. 

‘he observation of six cases of peptic ulcer in childhood would 
emphasize the importance of considering the possibility of occur- 
rence of these inflammatory lesions at this age period. The rather 
rare reports of duodenal and gastric ulcer and duodenitis in the 
pediatric literature suggest that clinicians may not be fully cog- 
nizant of the occurrence of these lesions in young patients. Possibly 
some children with undiagnosed inflammatory lesions of the 
stomach and duodenum have made an uneventful recovery with 
or without treatment. It would seem likely, however, that other 
children with these lesions may be undiagnosed and untreated in 
the period of onset when proper and adequate therapy would be 
most effective. 
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SUMMARY 

Five cases of duodenal ulcer and one case of gastric ulcer in 
childhood are reported, and the literature is briefly reviewed. All 
diagnoses were made subsequent to roentgenologic studies. The 
ages of the patients varied from two to nine years, and in at least 
two instances the lesions and symptoms persisted into young adult 
life. The possible presence of an inflammatory lesion of the stomach 
or duodenum should be considered in any child with vague or 
ulcer-like abdominal complaints. 
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A refractory state of a tissue or organ occurs when there is little 
or no response to therapeutic measures. It may be encountered in 
other diseases, not necessarily allergic. It may be generalized, as 
in shock, or localized to any tissue or organ of the body. For 
example, when the heart or uterine muscles fail to respond to 
proper therapeutic measures. 

In this report we are concerned with the refractory state in 
asthmatics. In our experience allergic patients, who have disturbed 
physiologic functions of important glands and vital organs, are 
most apt to be our “problem patients.” The details of these dis- 
turbances will be discussed later. 

The refractory state in asthmatics can be considered from diag- 
nostic and therapeutic angles. From a diagnostic approach, some 
such patients do not show positive reactions on testing (even to 
factors to which they are clinically sensitive) which could indicate 
the causes for their states of sensitivity, no matter what studies are 
done. Therefore, a proper diagnosis as regards allergy is im- 
possible. Others do show states of sensitivity by their positive skin 
reactions to pollen, inhalants, etc., but when specific extracts are 
made and a specifically outlined course is followed, they still do 
not improve. Hence, good therapeutic results seem well nigh 
impossible. 

Patients may be refractory to drugs which are used to relieve 
acute attacks, as well as to drugs or therapeutic measures which 
are used for general (symptomatic) improvement. 

The refractory state is not constant. It may vary in the same 
individual and change from day to day or from week to week. 
It depends upon the general well-being of the patient. Everything 
being equal, under the same environmental conditions and circum- 
stances, with the same drugs and the same diets, they have periods 
of freedom from asthma alternating with recurring attacks. The 
very same food that they have always used with perfect impunity 
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On Occasions precipitate gastro-intestinal distention, with 
attacks of asthma. 

What makes an allergic patient refractory to foods, to drugs or 
to any therapeutic measures? What organs or structures are in- 
volved? For correct and satisfactory answers we can review the 
recorded pathologic and experimental physiology. This investiga- 
tion is based on a special study of 48 patients, 30 asthmatics and 
18 with perennial rhinitis. The source of material is private prac- 
tice (.A.S.) and the Allergy Department of the Northern Liberties 
Hospital of Philadelphia, Pa. 

Post-mortem studies in asthmatics have been mostly confined to 
the gross and microscopic pathology of the pulmonary structures.’ 
Bronchial plugs with organized exudates are frequent post-mortem 
findings, along with secondary or terminal congestive disturbances, 
all of which are not necessarily due to bronchial asthma. With a 
few exceptions, no gross or microscopic pathology has been in- 
vestigated in the liver, pancreas and similar organs. Many in- 
vestigators have stated that in chronic infectious disturbances the 
entire reticulo-endothelial system is involved, including the spleen, 
pancreas and liver, These vital organs must also have a specific 
effect on various allergic syndromes, and changes in their physio- 
pathologic relations are partly responsible for the refractory state 
in some allergic patients. 

Further knowledge is needed concerning the hormonal secretions 
of the above mentioned organs, their influence on each other and 
on remote vital structures in the body. If one has had the experi- 
ence of watching a patient with fibrocystic disease of the pancreas, 
one is surely impressed with its effects on the respiratory and 
bronchial systems. 

Hepatic disturbances, as well as some hyperplasia of the pan- 
creas and spleen may play an important role in the chronic or 
sporadic occurrence of refractoriness in the allergic.’ The patho- 
logic physiology of the above mentioned organs may be responsible 
for the improper utilization of foods and drugs and add, indirectly, 
to the state of refractoriness. 

There is experimental evidence** that the adrenal glands and 
the spleen are linked together in a common physiologic function. 
Any disturbance in the physiologic interrelationship between the 
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adrenal glands and the spleen may indirectly produce a similar 
clinical pattern of refractoriness as mentioned above. 

Hans Selye*™ has demonstrated very well the stress and alarm 
reaction, especially with reference to the interrelationship of the 
adrenals and spleen, in experimental animals and suggests a simi- 
lar response in the human. 

A great deal has been published about the extensive involvement 
of the respiratory tract in fibrocystic disease of the pancreas. Up 
to date medical reports indicate that 95 per cent of patients with 
this disease have disturbances, such as chronic bronchitis and con- 
stant unproductive cough,” as well as inability to assimilate and 
absorb fats, possibly due to lack of vitamin A. Any abnormal secre- 
tory function of the pancreas may also produce pathologic changes 
in the intestinal and biliary system. Therefore, asthmatics may 
have gastro-intestinal disturbances from foods not producing any 
reaction on testing. Many of them also feel much better on fat- 
free diets."* These symptoms resemble in a small degree fibrocystic 
disease of the pancreas. 

There is considerable difference of opinion about the role of the 
liver in allergy. De La Vega and Mallen™ could not demonstrate 
any disturbances in the liver function in allergic patients. On the 
other hand, many European investigators had a contrary viewpoint. 
For instance, Widal’* and his co-workers from the Pasteur 
Institute in Paris have designed a hemoc'astic crisis test and Amer- 
ican investigators used a leukopenic index test." In both instances 
these tests have been primarily based on the probability that there 
is a disturbance in the liver function of allergic individuals. 
Furthermore, hepatic disturbance may interfere with the proper 
work of the following gastro-intestinal hormones: (1) Secretin 
(from the stomach). (2) Cholecystokinin (from the gall bladder) 
and (3) Pancreozymin (from the pancreas )."* These hormones are 
very closely related and dependent upon mutual stimulation. 

Refractory asthmatics, in addition to respiratory difficulties, 
have gastro-intestinal discomfort and abdominal distention which 
is invariably followed by attacks of asthma. Gastro-intestinal and 
gall bladder studies rarely reveal any organic pathology. Elimina- 
tion and substitution diets are usually of no benefit. Drugs usually 
produce gastro-intestinal pain unless administered with benzocain 
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or other local stomach sedatives. Spirits of chloroform, camphor 
and peppermint, when given 10 to 15 drops after meals and every 
hour between meals, relieved distention in some patients. In most 
instances, however fresh Pancreatin,* from five to 10 grains; 
Ketocholanic acid* (dehydrocholic acid and other similar prod- 
ucts) two grains; desiccated bile salts, three to five grains; all of 
the above, singly or combined, relieved distention and indirectly 
relieved dyspnea after meals or week-end asthma and dyspnea from 
over indulgence. 

Gastro-intestinal and liver diseases usually interfere with absorp- 
tion, storage and utilization of vitamin A and vitamin B complex.” 
Vitamin deficiencies retard or prevent the reconstruction of the 
epithelium in upper respiratory infections. Any specific or sympto- 
matic medication which will improve an abnormal gastro-intestinal 
tract may indirectly improve the upper and lower respiratory 
mucous membranes. This circuit, i.e., gastro-intestinal disease, lack 
of vitamin A or other vitamins, diseased respiratory mucous mem- 
brane, may be one of the keys to the etoliogy of refractoriness in 
the asthmatic. 

A great number of these refractory asthmatics complain of gen- 
eral weakness. Their every effort is usually responsible for ex- 
haustion, dyspnea and asthma. At the same time no cardiac path- 
ology could be demonstrated either by the electrocardiogram or any 
other studies in most of the patients. X-ray and fluoroscopy of the 
heart and lungs are always within normal limits. 

Many refractory asthmatics, even with normal blood findings, 
have made a remarkable improvement when 15 units of liver 
extract and 15 m. of vitamin B complex were given intramuscularly 
three times a week. The very same extracts used for desensitiza- 
tion, to which they did not respond, became effective and they were 
greatly benefited by the usual therapeutic measures. 

Meals containing a normal amount of fats, especially soups, 
would usually produce a bizarre train of symptoms in addition to 
asthmatic attacks. These patients on repeated examination had 
normal sugar and normal blood cholesterol. However, they were 
greatly benefited on low carbohydrate and fat-free diets. Their 


*We want to express our appreciation to the Armour Laboratories of Chicago for 
supplying us with the Pancreatin for this investigation, also to the American Ferment 
Co., Inc., of Trenton, N. J., for supplying us with the Ketocholanic acid and bile salts 
for this study. 
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symptoms usually cleared off and they improved from gastric dis- 
tention, dyspnea and wheezing after meais. 

It also appeared that some refractory asthmatics had a great deal 
of disturbances in the electrolytes. Excessive amounts of salt in the 
diet increased breathing difficulty much more. When these patients 
were placed on a restricted salt diet, not more than two to three 
grams per day, a great change for the better invariably took place 
The visible mucous membranes were not as boggy nor as swollen 
and there was less moisture in the bronchial system on examination. 
It is our observation that when patients are indulging in an exces- 
sive amount of salt, the boggy, swollen mucous membranes of the 
bronchi and nasal mucosa would not improve. Local constricting 
medications were of no particular value. 

One of the striking observations which prompted this investiga- 
tion was the disappearance of mucopurulent discharges from the 
respiratory mucous membranes in several asthmatics. Four 
untractable asthmatics suffered from severe coughing and copious 
mucopurulent expectoration. Their nasal discharges were just as 
voluminous. The visible mucous membrane of the nose and throat 
was covered with a mucopurulent exudate. Local treatment would 
help but not for long. Antihistamanics, atropine and similar drugs 
would make them worse. They did not respond to any therapeutic 
measures, neither to drugs nor to dust, bacteria, mold, or any other 
desensitization indicated. Daily injections of liver and vitamin B 
complex was instituted for one week, then every other day for two 
months. After six weeks of treatment the mucopurulent discharge 
cleared. It did not return in the course of two years enough to be 
a problem. There was a rejuvenation of the visible respiratory 
mucous membrane. Coughing, wheezing and all associated symptoms 
of bronchitis with moisture in the chest completely improved. They 
experienced a feeling of well-being with an increase in weight. 
They began to respond to desensitization and what is more, they 


began to give local reaction to antigenic extracts to which they did 


not react before. 
COMMENT 


When treating refractory asthmatics, it is important to: First, 
properly regulate the gastro-intestinal digestive system. Second, 
give general tonic medications to improve the hematopoietic sys- 
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tem, such as injections of liver, vitamin A and vitamin B complex. 
Third, keep on low carbohydrate and fat-free diet. Fourth, reduce 
salt intake to two to three grams per day to balance the electrolytes 
and reduce the edematous mucous membrane of the body. 

The following cases will serve as illustrations: 

V.P., age 55, kitchen worker at one of the chain restaurants, 
first seen (A.S.) 12 years ago with a chief complaint of attacks 
of bronchial asthma day and night, winter or summer, of ten years 
duration. Epinephrin sprays were used continuously with very 
little benefit and he could not walk a half block without stopping 


to rest. 
He was tested with pollen, inhalants, food, dust and bacteria, 
giving no positive reactions on intradermal testings. He was treated 


with bacterial vaccines and stock dust desensitization as specific 
and non-specific therapeutic measures. There was very little re- 
sponse to various drugs. After a year and a half he discontinued 
treatment. On several occasions he returned for treatment and dis- 
continued each time because of. very little improvement. He again 
resumed treatment in 1947. There was no change in his physical 
findings, which were: chest full of moist rales, nasal obstruction, 
excessive nasal discharge, copious greenish-yellow expectoration 
and marked dyspnea on slightest effort. 

Since his last previous return he had had two bilateral polypec- 
tomies, two and a half years ago and one and one-half years ago. 

He was always undernourished and underweight and complained 
of general weakness in addition to continued dyspnea on effort. In 
the fall of 1949 tri-weekly intramuscular injections of 15 units of 
liver extract and 15 m. of vitamin B complex were given to relieve 
his general weakness. In the course of four months a spectacular 
improvement took place. He began to increase in weight, the dysp- 
nea on slightest effort was gradually and slowly improved so that 
at present he can walk for hours without dyspnea. Nasal and 
bronchial secretions gradually became less and less so that after 
six months his nasal and bronchial secretions almost disappeared. 
There has been no return of nasal polyps and he began to show 
large local reactions to bacteria and dust on intradermal testing. 

Comment, This patient was a most refractory case of bronchial 
asthma. Constant coughing, expectoration, wheezing, dyspnea on 
the slightest exertion were combined with general weakness. It 
was necessary to use epinephrin sprays constantly. After several 
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months of tri-weekly injections of liver extract and vitamin I 
complex a transformation to well-being has taken place. He has 
gained 25 pounds. At present he has no cough, no expectoration, 
no dyspnea on effort, no nasal discharge and only occasionally 
from habit, does he resort to epinephrin sprays. 

R. P., married, 33 years old, working in a wholesale grocery 
handling mostly boxed and canned merchandise. Called for treat- 
ment 12 years ago (A. S.) 

Chief Complaint. Bronchial asthma of 10 years duration. Same 
winter and summer. On testing she was positive to coffee, dust, 
staphylococcus, pneumococcus and influenza bacillus, each plus 
two. After several years of desensitization with autogenous stock 
vaccine and dust, there was little improvement and she discontin- 
ued treatment. She returned in 1947 with a history that for the 
past seven months she had been practically in status asthmaticus 
after having had lipiodol installation in the bronchii. She has been 
hospitalized off and on. After a lapse of seven months the X-ray 
still showed the presence of lipiodol in the bronchial system. She 
had been somewhat better of the past month. Where she works a 
tea and coffee department had been added. The patient noticed 
that any time she would pass the platform unloading green coffee 
from Brazil and the rooms for grinding and roasting coffee, it 
would precipitate severe attacks of bronchial asthma lasting for 
one to two days. 

A 15 per cent dust extract was made from the platform sweep- 
ings. containing green coffee dust, and a similar extract from the 
department of grinding and roasting coffee. A very weak dilution 
(0.1 cc. of the concentrated dust to 100 cc. of physiologic salt 
solution) was made. On testing she gave a large local reaction 
(plus four) to each of the extracts. Desensitization was carried 
on with these two dust extracts on alternating days. She could 
not be advanced any higher than 0.2 cc. of each. Was treated also 
with autogenous and staphylococcus toxoid vaccines. 

Her improvement was very slow and she was always subject 
to colds, bronchitis and attacks of asthma. She was highly sensi- 
tive to penicillin, to barbital and many other drugs. They would 
be followed by attacks of asthma, hives, skin rashes and occasion- 
al exfoliative dermatitis. She could not take epinephrin but had 
to resort night and morning to aminophyllin suppositories and 
other sedation that she could take (bromural, chloral hydrate and 
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sodium amytal). She would invariably have asthmatic attacks 
after her meals. Any kind of fe 0d, especially fatty foods, such as 
fatty soups and gravies, would produce gastro-intestinal distention 
followed by attacks of bronchial asthma. 

In January 1950, she was placed on two grains of ketocholanic 
acid and five grains each of pancreatin and bile salts, after meals, 
as circumstances may require. The gastro-intestinal distention 
improved and she was free from attacks of asthma after her meals. 
In addition to the above, she was getting liver and vitamin B 
injections twice a week. The attacks of asthma became less fre- 
quent and less severe. For the last sixteen months (since March 
1950) she has practically been free from asthma. Does not have 
to resort to aminophyllin suppositories or any other sedation. Pass- 
ing through the unloading platform and the grinding and roasting 
shop does not precipitate severe attacks of asthma. 


SUMMARY AND CONCLUSION 


The refractory asthmatic is a problem for the allergist. All 
refractory patients apparently are suffering from deficiency in the 
reconstruction of the bronchial mucous membrane. It may be the 
result of a direct destruction by acute or chronic infections or, 
indirectly, by a disturbed digestion and absorption of a poorly 
functioning gastro-intestinal system. For the last few years we 
used various therapeutic measures to build up the general well- 
being of our_refractory patients. Injections of large doses of liver 
extract (either the crude or the refined) with injections of vitamin 
B complex were given three times a week. A great deal of attention 
was focused upon correcting any deficiency of the gastro-intestinal 
digestion. We feel that the above methods helped in the repair of 
the bronchial mucous membrane. 

There were 48 patients of which 30 were asthmatics and 18 
perennial rhinitis cases. Eighteen of the asthmatics and 12 of the 
perennial rhinitis cases have made very satisfactory improvement. 
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TOXOPLASMOSIS IN INFANTS. (Monatsschrift ftir Kinderheil- 
kunde, Berlin, 98: 329, Aug. 1950). Walenz and Westphal ob- 
served during the past year eight infants with suspected toxoplas- 
mosis. The diagnosis could not be corroborated in four. Of the 
four patients with proved diagnosis of toxoplasmosis, three had 
hydrocephalus, alterations in the cerebrospinal fluid, neurological 
symptoms and lesions in the eyegrounds. These symptoms were 
described in the literature as indicative of congenital toxoplasmosis. 
In the fourth patient, only cerebrospinal fluid changes and chorio- 
retinitis suggested toxoplasmosis. The intracerebral calcifications 
mentioned in the literature as being characteristic of congenital 
toxoplasmosis could not be ascertained by roentgenoscopy in these 
patients. Serologic verification of toxoplasmosis was possible in 
all four by means of the Sabin-Feldman serum dye test. Examina- 
tion of blood specimens gave positive titers in all the infants and 
their mothers. This fact suggests intrauterine transmission. The 
parasites of toxoplasmosis in two of the infants could be demon- 
strated either directly from the sediment of the cerebrospinal fluid 
or after concentration in several animal passages. Although 
toxoplasmosis may attack any organ, in infants the parasite seems 
to have greatest affinity for the central nervous system. Various 
therapeutic methods have proved largely ineffective. Intrauterine 
death results in many cases in which toxoplasmosis is transmit- 
ted from the mother to the fetus. If the pregnancy is carried to 
term, hydrocephalus and other serious lesions often cause death 
during early infancy.—Journal A.M.A. 
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LOCAL THERAPY IN DERMATOSES OF THE 
NEWBORN INFANT* 
B. Heimer, M.D. 

Harotp G. Grayzet, M.D. 

AND 

BENJAMIN KRAMER, M.D. 
Brooklyn. 

In spite of many different attempts at elimination of dermatoses 
of the newborn infant, no one measure has been uniformly success- 
ful. Even if we disregard the minor skin irritations, such as 
sudamina and miliaria and mild erythematous lesions, we still have 
to deal with impetigo, intertrigo, furunculosis and other types of 
the more severe skin infections and irritations. 

The minor skin involvements are either transitory or self-limit- 
ed, and respond favorably to application of a bland oil, lotion or 
ointment. However, the more significant and extensive skin 
eruptions and infections are more resistant to ordinary measures. 
Past employment of special ointments, such as ammoniated mer- 
cury ointment, 5 per cent sulfathiazole cream, penicillin ointment, 
etc. have been discarded by many because of the high incidence of 
increase of local irritation and sensitivity’ *. Treatments of these 
dermatoses presents a problem, since other than bland ointments 
are undesirable because of the nature of the skin of the newborn. 
It was for that reason that local mineral oil applications to the skin 
of newborn infants was the recommended procedure by recognized 
pediatricians. This method we employed for many years. However, 
the continued occurence of significant skin eruptions and infections 
in the newborn infant caused us to seek a more effective yet rela- 
tively bland and stable local agent. 

In addition to the consideration of therapy of dermatological con- 
ditions of the newborn infants, it is of considerable importance 
to determine if any prophylactic measure can be employed to 
reduce the occurrence of these lesions. This study was, therefore, 
undertaken to determine the effectiveness of an ointment containing 
chlorinated cod liver oil, zinc oxide, talcum, lanolin and petrolatum 
in the prophylaxis and treatment of significant dermatoses in the 
newborn. 


*From the Department of Pediatrics, Tewish Hospital of Brooklyn, Brooklyn, N. Y. 
Aided by a grant from Desitin Chemical Company, Providence, Rhode Island. The 
preparation used was Desitin Ointment. 
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There have been numerous reports of beneficial results with 
the use of an ointment containing cod liver oil*". Among the 
many claims, the chief ones were that cod liver oil possesssed 
bacteriostatic and bactericidal qualities’; that it decreased the 
incidence of skin infection in burns and wounds; accelerated the 
subsidence of infection in infected burns and wounds; and that it 
expedited the healing of wounds and regeneration of skin tissue 
in many skin lesions by hastening epithelization. 


METHOD OF STUDY 

Three nurseries which admitted newborn infants were set aside 
for the study. The previous routine treatment, e.g., local application 
of sterile mineral oil, was applied to one-half of the cases ; and local 
applications of Desitin Ointment to the other half. This, also, 
included the removal of vernix caseosa shortly after birth. The 
infants were divided into these two groups in strict alternation, 

A daily inspection was made of all infants reported by the 
nurse-in-charge to have a skin eruption, and all infants were exam- 
ined prior to discharge by the resident pediatrician and a notation 
made of all skin abnormalities. 

Those infants on the “Mineral Oil Routine,” who developed a 
skin ¢ruption, received local therapy with Desitin Ointment, while 
those already on Desitin, were contitiued on this routine with more 
rigorous local application. The reason for the change was that 
the dermatosis worsened with continuation of the mineral oil 
routine. In some instances, where significant skin infections set 
in, other therapy, such as penicillin, etc. was instituted. 

A total of 1,295 infants were observed, and included in this 
study 644 were treated with mineral oil and 651 with Desitin Oint- 
ment. The infants were observed for periods ranging from 5 to 
12 days, i.e., from birth until discharged from the hospital. 

RESULTS 

In this series of 1,295 newborn infants, dermatoses of significant 
degree (excluding the diaper area) occurred in 43 cases—31 cases 
(72 per cent) in the control or mineral oil group, and 12 cases 
(28 per cent) in the cod liver oil ointment group. All the cases 
that developed these eruptions were treated with the Cod Liver Oil 
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Ointment and responded favorably within 3 to 5 days, as compared 
with our previous experience with Mineral Oil or Corn Starch 
Powder or other bland ointments where it took 5 to 10 days to 
clear up the skin eruption. 

Extensive erythematous and papular involvement of the lower 
abdomen, buttocks and thighs occurred in 25 babies—16 cases (64 
per cent) in the control group as compared with 9 cases (36 per 
cent) in the cod liver oil ointment group. Since the skin condition 
in the 16 babies in the control group was aggravated by 1 to 2 
day continued application of mineral oil, treatment with the cod 
liver oil ointment was instituted in all these cases. In both groups, 
the continued and more frequent applications of the cod liver oil 
ointment led to the disappearance of the rash in 4 to 7 days. 


TABLE 1. The Incidence of Dermatoses in 1,295 Newborn Infants in 
Relation to the Type of Treatment 


651 Infants Treated 
Nature of Skin Total Number 644 Infants Treated with Cod Liver Oil 
Lesions of Cases with Mineral Oil Ointment 


Significant 
dermatoses 31 cases 12 cases 
(excluding (72%) (28%) 
diaper area) 


Extensive ery- 
thematous and 16 cases 9 cases 
papular erup- : %) % 
tions of but- 
tocks, etc. 


Pustular erup- 40 cases 33 cases 
tions (54.8%) (45.2%) 


A total of 73 cases of pustular eruptions were noted in the 3 
nurseries. Fifty-nine cases occurred in one nursery during a two 
month period. Thirty cases were noted in the control group and 
29 in the cod liver oil ointment group. This unfortunate outbreak 
was due to other factors which were the cause and source of the 
infection and therefore operated almost equally in both groups. If 
one excludes the 59 cases, and considers the remaining 14 cases, 
then one notes a difference in the 2 groups, e.g., an incidence of 10 
cases in the control group and 4 cases in the treated group. 
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It was necessary to treat 45 cases out of the 73 cases with local 
therapy of 2 per cent aqueous gentian violet solution and cod liver 
oil ointment in combination with parenteral penicillin. Twenty-eight 
(28) babies were treated only with the cod liver oil ointment, and 
were observed to clear up while still hospitalized. The others cleared 
up with the use of the cod liver oil ointment plus the other agents. 
The average duration of the eruption was 5 days with a range of 
2 to 10 days. 
COM MENT 

It it is borne in mind that the skin eruptions in the newborn 
infants are often due to many factors that operate at the time of 
birth of the infant or shortly thereafter, and to many local factors, 
such as sensitivity of the skin to soap and chemicals in the diaper, 
bed sheets, clothing, etc., as well as urine and fecal irritative effects 
upon a tender skin, then it is not surprising that cases occurred in 
the cod liver oil ointment group. However, the lower incidence of 
non-suppurative dermatoses in the cod liver oil ointment group, 
e.g., approximately one-third of the total cases as compared to 
two-thirds in the control group, is significant. In other words, the 
cod liver ojl ointment does have definite preventative or amelio- 
rating properties as far as dermatoses are concerned. Furthermore, 
it possesses therapeutic value as demonstrated by the fact that its 
continued use in the evident cases of dermatoses led to the disap- 
pearance of the eruption in all cases. 

In case of the pustular or infectious eruption, the situation is 
different, and it is to be expected that such will be the case. The 
infections occurred within the first 48 hours of the infants’ life and 
it is notorious that newborns are very susceptible to staphylococcic 
infections. However, in 28 cases out of the 73 cases of pustular 
eruptions, local treatment with the cod liver oil ointment alone, 
was sufficient for the control and subsidence of the infection. In 
the other cases, more specific anti-bacterial measures were neces- 
sary. Even in these cases, the continued use of the cod liver oil 
ointment together with the other agents, not only did not aggravate 
the local condition, but actually aided in the subsidence and drying 
up of the pustular lesions. 

The cod liver oil ointment was as effective as any of the other 
local measures used in treating the pustular eruptions. 
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SUMMARY AND CONCLUSION 


1. The special cod liver oil ointment was used routinely for the 
skin care of 651 normal newborn infants; in the treatment of 43 
cases of significant dermatoses exclusive of the diaper area; in 25 
cases of extensive erythematous and papular eruptions of the 
buttocks and thighs; and exclusively in 28 cases of pustular erup- 
tions; and in 45 cases of the more severe and extensive pustular 
lesions, in conjunction with other therapeutic measures. 

2. The special cod liver oil ointment showed definite prophylactic 
properties in that the incidence of non-suppurative dermatoses in 
the newborn infant was approximately one-third that of the control 
group. 

3. The special cod liver oil ointment was used successfully in the 
treatment of both non-infectious dermatoses and various infections 
of the skin in the newborn infant. It was found to be a soothing, 
drying and healing ointment. However, in very severe infections 
of the skin, parenteral penicillin therapy was employed in order 
not to jeopardize the infant. 


BIBLIOGRAPHY 
Council on Pharmacy and Chemistry: Sulfonamides for Local Application De- 
leted from N.N.R. J.A.M.A., 135: 157, Sept. 20, 1947; idem: Danger from External 
Use of Sulfonamides, Ibid., 128: 24, Aug. 4, 1945 

Glaser, J.: Thompson, M. L. and Benson, T. D.: Prevention of Minor Skin Irri 
tation (Miliaria) and Impetigo in the Newborn. Am. J. Dis. Child, 81: 32, 
March 1951. 

Lohr, W.: (a) Ueber die Lebertransalbenbehandlung (mit und ohne Gipsverband) 
bei frischen Verletzungen, Verbrennungen und phlegmonen Entzindungen. Zen- 
tralbl. 4. Chir., @: 1611, July 8, 1933; (b) Die Behandlung von Schlecht heilenden, 
ulzerozen Gliedmasstumpfen mit grossen Gewebsdefekten (nach Verkohlung, 
Erfrierung und Amputation) mit dem Lebertran-Gipsverband. Ibid., 61: 1686, 
July 21, 1934; (c) Die Wundhandlung schwer heilharger Wunden unter Benutzung 
von Lebertran. Ibid., 61: 1815, Aug. 4, 1934. 

Buchheister, H.: Erfahrungen mit Honig und Lebertran in der Wundbehandlung 
Munchen. med. Wehnschr., 82: 1612, Oct. 4, 1935. 

Steel, J. P.: Cod Liver Oil Treatment of Wounds. Lancet, 2, 290, Aug. 10, 1935. 
Driver, J. R.; Binkley, G. W. and Sullivan, M.: Cod Liver Oj1 and Carotene 
Ointments in the Treatment of Indolent Ulcers. Urol. & Cutan. Rev., 42: 587, 
Aug. 1938. 

Hardin, P. G.: Cod Liver Oil Therapy of Wounds and Burns. South. Surgeon, 
10: 31, May 1941. 

Aldrich, R. H.: Cod Liver Oil Ointment in Surgery. Indust. Med., 11: 153. 
April 1942 

Brandaleone, Harold: The Effect of the Direct Application of Cod Liver Oil 
on the Healing of Uleer of the Feet in Patients with Diabetes Mellitus. Ann 
Surg., 108: 141, July 1938. 

Puestow, C. B.; Poncher, H. G. and Hammett, H.: Vitamin Oils in the Treat- 
ment of Burns—An Experimental Study. Surg., Gynec. & Obst., 66: 622, March 
1938. 

Lee, J. R.: Clinical Facts of “Desitin’’ Ointment—Cod Liver Oil Treatment of 
Wounds and Skin Lesions. Internat. Rev. Med. & Surg., April 1939. 

Doughty, De Witt, C.: Cod Liver Oil Ointment in Surgery. Am. J. Surg., 18: 
510, 1945. 

Behrman, H. T.; Combes. F. C.: Bobroff, A. and Leviticus, R.: Dermatologic 
Therapy with Cod Liver Oil Ointment. Indust. Med. & Surg., 18: 512-518, Dec 
1949. 


\ 
’ 
2 
3. 
4 
5 
6. 
= 
8 
9. 
10 
11 
12. 
13 
¢ 
— 


GRAYZEL ET AL.: Local Therapy in Newborn Infant 387 


Léhr, W. and Trensch, K.: Die Wirkung des Lebertrans und Lebertransalbe auf 

Wundeitererreger. Zentralbl. f. Chir., 61: 1807, Aug. 4, 1934. 

15. Tumansky, V. K. and Yatsevich, I. A.: Cod Liver Oi! in Treatment of Infected 
Wounds—Experimental and Clinical Study. Abst. J.A.M.A., 106: 260, Jan. 18, 1936. 

16. von Drugalski, W.: Zur Wirkung des  Lebertrans auf Bakteriengemische 

insbesondere Erdbakterien und Sporenbildner. Deutsche med. Wehnschr., 62: 1005, 

June 19, 1936. 


62 Midwood Street. 


DEAFNESS AND ERyYTHROBLASTOSIS FeTALIs. (Journal of 
Laryngology and Otology, London, 64: 720, Nov. 1950). Hazell 
gives an account of a case of deafness that appears to have been 
caused by kernicterus at birth. The patient, now aged 19, has one 
younger and two older sisters. The family history is a classic one 
of familial jaundice caused by an Rh-positive father and an Rh- 
negative mother. Since there is no history of deafness in the 
family and since the patient evidently had kernicterus at birth but 
did not receive blood transfusions as did her sisters, the conclusion 
can reasonably be drawn that the patient’s deafness was caused by 
the kernicterus. It is suggested that the deafness is probably due 
to lesions of the cochlear nuclei, though lesions of the inferior 
quadrigemina, the internal geniculate body and, possibly, the 
cerebral cortex cannot be ruled out. The patient’s mental age is 
far below normal, amounting to mental dullness with educational 
defect.—Journal A.M.A. 


Curonic Epema As CiinicAL Feature oF Hepatic 
Disease. (Irish Journal of Medical Science, Dublin, 299: 517, 
Nov. 1950). The case record presented by O'Donovan and his 
co-workers concerns a boy, aged 15, who had chronic intermittent 
hypoalbuminemia (as low as 1.1 Gm. per 100 cc.) and edema since 
sarly childhood. The other tests for hepatic function gave normal 
results. A biopsy specimen of the liver showed fibrous perihepa- 
titis with scanty fibrosis in the liver proper. The history, clinical 
findings and histology of the liver differentiate the case from 
ordinary multilobular cirrhosis. No such case, so far as the authors 
know, has been previously described in the literature. They re- 
view related cases and suggest that the pathological mechanism in 
this case was the existence of subscapular fibrosis with compression 
of the liver in a rapidly growing person. The liver presumably 
reacted by diminishing the formation of serum albumin to a 
critically low level while maintaining a relatively adequate function 
in other respects.—Journal A.M.A. 
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PEDIATRICS HALF A CENTURY AGO 


From time to time the Archives, which was the first Children’s Journal 
in the English language, will reprint contributions by the pioneers of the 
specialty over fifty years ago. It is believed that our readers will be inter- 
ested in reviewing such carly pediatric thought. 


GENERAL GONOCOCCAL PERITONITIS IN| YOUNG 
GIRLS UNDER PUBERTY* 
Rerort or Two Cases, ONE SIMULATING 
APPENDICITIS, OPERATED, 
W. P. Norturup, M.D. 
New York. 

These two cases are presented with the hope that they may teach 
someone else as much as they have taught the writer. Two girls 
sisters, aged nine and eleven years, acquired vulvovaginitis, de- 
veloping one week later into peritonitis. The source of infection 
was a female in the household with whom each occasionally shared 
a bed. The girls slept together, and it may be that Case B con- 
tracted it from Case A, or that both acquired it from the same 


source. Their symptoms had the same sequence, those of Case B 
developing regularly one week behind Case A. Case A showed 
symptoms referable to the appendix, and was operated upon for 


appendicitis. Both fully recovered. 

CASE A. GONOCOCCAL VULVOVAGINITIS; PERITONITIS,; SUSPECTED 
APPENDICITIS ; LAPAROTOMY ; RECOVERY ; GIRL, ELEVEN 
YEARS OLD 

The patient was put to bed for a few days because she was 
not feeling quite as well as usual. It was then discovered that 
she had a vaginal discharge. On account of these signs and symp- 
toms a physician was summoned. She seemed to be doing fairly 
well, under general treatment, with cleansing washes. The con 
dition was such that the physician did not think it necessary to see 
her the day before, nor did he expect to on the day now to be re- 
corded. She had been ailing one week. 

The following is the story of the seventh day: At eleven 
o'clock the patient, being as well as on previous days, was placed 
~*Read at the meeting of the Association of American Physicians, Washington, D. C 


May 12-14, 1903 
Reprinted from Arcuives or Peviarrics, 20: 910-920, Dec. 1903. 
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in an arm-chair on the balcony, to get the air and to be enter- 
tained. It was noted, while she was sitting there, that she seemed 
to be growing tried; she was put back to bed. At one o'clock, the 
temperature was 103° F. She felt, as it was reported, “sick.” 
She had abdominal pain, vomited once, had fever and great pros- 
tration. The pain was greatest in the right iliac fossa, where she 
was very sensitive to pressure. The most casual observer would 
have been struck by her appearance, the death-like pallor and the 
profound prostration. She was apparently in shock. This latter 
symptom reminded me of the relaxation, profound prostration, 
and pallor which I have seen in two infants with intussusception. 
To very few conditions would Dr. Delafield’s favorite and im- 
pressive expression, “she looks sick,” apply with more force. By 
three o'clock, the temperature was 104° F. By four o'clock, 
1041%4° F. 

To recapitulate, the symptoms were: abrupt onset, pain in 
abdomen, tenderness most marked in right iliac fossa, moderate 
abdominal distention, vomiting once, painful micturition, ghastly 
pallor, marked prostration, extreme relaxation, temperature 
104%4° F. It may be remarked that all these adjectives are de- 
servedly strong. 

The vulvovaginal discharge was thick, creamy, containing 
intracellular diplococci, decolorizing by Gram’s stain, and pro- 
nounced gonococci by Dr. G, A. Tuttle. Dr. George Woolsey, 
surgeon, was called in consultation. He confirmed the findings 
above. He noted further, rigidity over the appendix, the size 
of the palm of one’s hand, with acute pain on pressure. No mass 
was made out. Right rectus muscle was rigid; breathing thoracic. 
Temperature then was 1041%4° F. In his opinion, there was begin- 
ning general peritonitis, due probably to a lesion of the appendix. 
Dr. Woolsey performed laparotomy six hours from the time the 
patient was sitting on the balcony and just beginning to be 
“drooping” and sick. 

The following is a memorandum of the operation and a privi- 
leged intra vitam examination of the pathological lesions. The 
operation was intermuscular: small opening; wound closed. A 
few drams of straw-colored, clear fluid found deep in the pelvis. 
The peritoneum was red, the vessels distended in a manner to 
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cause remark by each observer in turn. It was a most striking 
example of “aborescent injection.” The peritoneum seemed 
just as red as injected vessels could possibly make it; especially 


was this marked over the cecum. Beyond this extreme injection 
of vessels, and the few drams of fluid in the pelvic fossa, there was 
no obvious inflammatory change. It was afterward commented 
that the membrane was less glistening than usual, a little duller 
and “sand-papered” though not dry. The appendix was healthy ; 
the tubes and ovaries were not removed. Though the injection of 
vessels was noted in all the coils of intestines exposed to view, the 
injection was most marked on the cecum and colon. These last 
were blood-red. 

This condition of the peritoneum would correspond to the de- 
scription of cellular peritonitis given by Delafield and Prudden, 
sixth edition, page 521. It is in abstract as follows: Incited by 
an irritant acting not too long and not too energetically, the entire 
peritoneum may be congested, but there are no exudates and no 
other obvious lesion. Minute examination, however, shows a very 
marked change in the mesothelial (endothelial) cells; they are 
increased in size and number. The new cells coat the surface of 
the peritoneum, and project outward in little masses. 

The patient recovered without incident; vulvovaginal dis- 
charge continued three months in all. After more than a year has 
elapsed, the nurse, who was in attendance, reports the patient en- 
tirely well. 


CASE 
NOT 


B. GONOCOCCAL VULVOVAGINITIS,; GENERAL PERITONITIS, 
APPENDICITIS, NOT OPERATED; RECOV- 


ERY; GIRL, NINE YEARS 


SIMULATING 


This patient, a sister of the first, had been sleeping with Case 
A, and with the female by whom Case A was probably infected. 
Cases A and B ran much the same course. Vulvovaginal discharge 
was noted one week after the beginning of discharge, and about 
the time of beginning of pain in Case A. She was kept in bed 
and treated by selected diet, attention to bowels, frequent washings 
with boric acid solution. The discharge was thick, creamy, con- 
taining gonococci, decolorizing by Gram’s stain (Dr. George A. 
Tuttle). At the end of one week she was seized with pain in the 
abdomen, vomiting, painful and frequent micturition; the tender- 
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ness and pain referred always to region of the spleen. Pain, sen- 
sitiveness, and resistance were over the whole abdomen, but when 
asked to point to the place of greatest tenderness and pain, she 
invariably put her finger over the left, upper portion of abdomen. 
She vomited large quantities, and for many days. Distention 
slight. The pain was colicky, shifting its location. Everything 
which increased peristalsis, created rumbling and incited colicky 
pains. The patient lay much of the time with her knees drawn 
up, dreading the moment when she must empty her bladder 
or bowels, putting off these actions just as long as possible. She 
would sometimes cry piteously for thirty minutes before she could 
be induced to use the bedpan. The respiration was rapid and 
thoracic, both sleeping and waking. The chest was examined re- 
peatedly, to exclude pneumonia or bronchitis. Nothing abnormal 
was discovered. The general appearance of this little nine-year- 
old was characteristic. In the first place, she was a pure blonde. 
In the description of peritonitis by the French writers is mentioned 
a ghastly pallor with algidity. Our nine-year-old blonde was pale, 
blue, pinched, her nose, hands and feet cold, her nose and lips 
thin and pinched, her forehead wrinkled, scowling, her face hav- 
ing an anxious or agonized expression, as though about to whim- 
per. She lay on her side, the knees drawn well up, moaning and 
whimpering. The sympathetic nurse each day spoke of her grow- 
ing thinner, more “pinched,” noted her ghastly pallor, and added: 
“She looks positively blue at times.” The notes speak daily of 
pains for seventeen days, and occasionally for a longer period. 
The temperature was irregular, reaching on one occasion, 
102.4° F. For more than one week it varied between 101° and 
102° F., and for a second week between 101° and 102° F., and 
for a third week between 99° and 100° F. Vulvovaginal dis- 
charge two months. After more than a year, the nurse reports the 
case entirely well. 

These two cases are called here general gonococcal peritonitis. 
The gonococcus in the discharge was fully established by com- 
petent autorities, the 2 cases showing the same, likewise the case 
from which the two contracted it. The general peritonitis of Case 
A was established, not only by characteristic outward signs and 
symptoms, but by operation which allowed of thorough inspection 
of most of the peritoneal surface. But one proof remains unpre- 
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sented. We, in our anxiety to have the operation completed during 
daylight, omitted to take cultures of fluid found in the peritoneum. 

As to the connection between the vulvovaginitis and the 
peritonitis, the presumption amounts to conviction that the in- 
fecting agent was propagated thither by way of uterus and tubes. 
The tubes were slightly inflamed, but their condition did not call 
for their removal. 

In Case B the diagnosis was based on the experience gained in 
Case A. The two cases were different in but one point—that the 
pain and greatest tenderness of Case B were referred to the splenic 
region. After seeing the peritoneal lesion of Case A, there was 
no thought of operation. On the same basis, and on comparing 
these cases with those reported in literature, the prognosis was 
considered good. 

In nearly all recorded cases the sudden onset of peritonitis took 
up the attention of the physicians, and the vulvovaginal discharge 
was discovered afterward. Frequently the discharge became 
scanty the moment peritonitis began, and the discharge was dis- 
covered quite by chance. Our cases were in bed from the first on 
regulated diet and were skillfully nursed. This did not save them 
from extension of the inflammation. 

Abrupt onset characterized both cases. Pain and tenderness, 
prostration and pallor were most pronounced. There were noted, 
also, pinched features, anxious expression, algidity, rapid thoracic 
respiration, painful micturition and defecation. From all re- 
corded French cases and from the two above, one gains the im- 
pression that there is something characteristic about the picture of 
ghastly pallor and aligidity, profound prostration and’ relaxation. 
which suddenly lays low these young girl patients. They present 
a picture not easily forgotten ; pinched and blue; pale and relaxed ; 
whimpering and flexed. 

Comby has published & cases collected from the records of 
Hopital Trousseau and Hopital des Enfants Malades (Paris) 
which deserve to be abstracted in connection with the 2 above 


cases. (Arch. de méd.cd.enf., 4: 513, Sept. 1901). 
COMBY'S EIGHT CASES 


Case I. Girl, six years old; scarlet fever; mild course; re- 
covery. Four days after temperature touched normal, vulvo- 
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vaginitis was discovered. Two days later temperature oscillated 
between 100.5° and 102° F., with vomiting and abdominal pain, 
lasting several days. Of this case the writer remarks: “The 
peritoneum had been only grazed by the gonococcal infection. It 
is a peritonism rather than a peritonitis. 

Case II. Girl, six years; vulvovaginitis; mild peritonitis; re- 
covery. 

After six days of intense vulvovaginitis, abdominal pains, 
greenish vomiting, anorexia, intense thirst, diarrhea, frequent 
urination, 101.9° F., soon dropping to 1004%2° F. The case was 
mild; onset of peritonitis abrupt; recovery early and rapid. 

Case III. Girl, eight years; vulvovaginitis, ephemeral peri- 
toneal attack; recovery. Intense vulvovaginitis; duration not 
known. Sudden onset; “at eleven o'clock in the morning,” com- 
plained of pain in the abdomen; at four o’clock temperature was 
104° F., followed by copious diarrhea and vomiting. From the 
following day the temperature began to subside. The pain was 
more marked in the left flank. 

Case IV. Girl, eleven years old; scarlatina; unrecognized 
vulvovaginitis ; peritonitis ; recovery. 

Temperature touched nearly 104° F., on four consecutive days, 
after which it fell. Pains, yomiting. Discharge was discovered 
after abdominal symptoms began. Infection was thought to have 
come possibly from use of thermometer or basins. 

Case V. Girl, four years; vulvovaginitis; peritonitis; re- 
covery. 

Sudden onset, sharp pains in lower abdomen, fever; vomited 
alter taking tea; diarrhea copious; abdomen distended and pain- 
ful. Temperature nearly 104° F. After the following day symp- 
toms began to subside. 

Case VI. Girl, eleven years; typhoid fever after defer- 


vescence; peritonitis very severe; proposed laparotomy; vulvo- 


vaginitis; recovery under medical treatment. 

About fifteen days after taking first food, the typhoid con- 
valescent was suddenly taken with headache, fever 102.2° F.; 
vomiting, first of food, then of bile; sharp pains in abdomen, It 
was at first thought she had taken too much food. On the fol- 
lowing day the condition of the child was grave. The pain was 
constant, not colicky; an exquisite sensitiveness of abdomen to 
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the slightest touch. The child was immobile in dorsal decubitus ; 
the legs flexed on the thighs, the thighs on the trunk. The face 
was pale, anxious, drawn; nose cold and thin, lips blue, tongue 
foul and dry, extremities cold and cyanosed. The fever at first 
100.2° F., became less on the following days, but the pulse re- 
mained rapid, 145 per minute. There was no point of special 
tenderness, none over McBurney’s point, no muscular defense, no 
induration over appendix. 

As to diagnosis: general peritonitis, due to what? Perforation 
in connection with typhoid fever? It seemed rather late (thirty- 
two days of convalescence). Appendicitis? The signs of locali- 
zation were wanting. Pneumococcus peritonitis? That must also 
be taken into consideration. Just then was discovered a vulvo- 
vaginal discharge. It was greenish, staining the linen, abundant 
Gonococcus was verified in the pus. The child’s condition was so 
grave that M. Brun, the surgeon of the hospital, was called. He 
considered the need of an operation was urgent. This was only 
deferred to secure the consent of the parents. After two days the 
temperature had fallen to 99.2° F., pulse 110, no vomiting, abdo- 
men less tense, less painful, general condition better. M. Brun 
again saw the patient, and no longer advised operation. On 
the eighth day recovery was assured. 

Casz VII. Girl, six and one-half years; severe peritonitis; 
preparations for an operation in readiness; vulvovaginitis; re- 
covery. 

Malaise,-thought to be due to indigestion ; vomiting, abdominal 
pain, most marked in right iliac fossa; passages regular, but 
scanty. On the fourth day, constipation becoming absolute ; gen- 
eralized pains of whole abdomen. General condition grave; pros- 
tration, algidity, cyanosis of extremities, face pale and drawn, tem- 
perature 9914° F., pulse small, difficult to count, 140 per minute. 
Diagnosis—peritonitis ; appendicitis eliminated, because of absence 
of local signs. Vulvovaginal discharge abundant; no gonococcus 
found in discharge; micturition painful. M. Brun, the surgeon, 
was consulted as to operation. He advised deferring it, since 
the patient was near at hand and under close observation. On 
the fifth day of observation the patient’s recovery was assured. 

More than five weeks later, the child, while waiting to be sent 
to the country, a convalescent, was seized suddenly with a second 
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similar abdominal attack; bilious vomiting, pain without localiza- 
tion : abdomen distended, tympanitic, sensitive everywhere ; consti- 
pation. However, the tongue was moist, the facies normal, no 
fever, general condition good, pulse 120. For five days of relapse, 
her condition remained as above. During the five days only two 
passages, the first diarrheal, the second induced by enema, brought 
away material hard and mixed with glairy mucus. Recovery fol- 
lowed. It would seem to the writer that this relapse might be 
considered purely indigestion and constipation, not peritonitis. 

Case VIII. Girl, six and one-half years ; pleurisy ; vulvovaginitis ; 
severe peritonitis; recovery. 

First symptoms, colicky pains and diarrhea, dorsal decubitus, 
with relaxation of pressure by flexures of limbs, face pale and 
anxious, fever 102'4° F., pulse 180, abdomen tense, inflated. Pain 
on examining abdomen, no muscular defense, no dullness, pain not 


localized. 

On the second day, condition more grave, face pale, eyes 
sunken, dark rings beneath, nose thin, lips pinched and blue, 
tongue dry and foul, expression of countenance alarming. 

Appendicitis was excluded because of absence of all localization. 


Pneumococcal peritonitis was thought of until it was discovered 
that there was a purulent vulvovaginal discharge, which stained 
and stiffened the linen. The discharge was recent and the inciting 
agent was thought to have been transported on thermometer or 
basin. Gonococcus was verified; recovery. 


ETIOLOGY 


Our cases were nine and eleven years old, no evidence of 
maturing. Comby’s cases were four (the youngest), six, six and 
one-half, eight, ten, eleven, twelve years. Braquehaye reports 
a case four and one-half years old with laparotomy and _re- 
covery. These are the youngest cases found among reports. 

Neglected discharges and poor care are considered predis- 
posing causes. Our cases were put to bed at once and in the care 
of a trained nurse. 

Old and recent discharges are followed by peritonitis. In our 
cases it was just one week from the beginning of the discharge 
to first pains. These observations are exact. 

The gonococcus was identified, by good authority, in three per- 
sons in the household. At this day it is not necessary to speak 
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of the connection between gonococcal vulvovaginal discharge and 
peritonitis. I have in mind the papers of Dr. Hl. W. Cushing, of 
Drs. Hunner and Harris. 

It would seem that the mucous membranes of vulvovagina and 
urethra are the most favorable soil offered by the human body 
for the growth of the gonococcus. For example, the untidiness 
of the family toilet was marked and in striking contrast with the 
street and drawing-room appearance of its members. The shects 
and nightdresses were stained and stiffened with discharge, in 
spite of careful directions and forewarning of the danger to others 
and as to the infection of the patient’s own eyes. As it was, four 
out of five of the immediate family were infected and always and 
only on the mucous membrane of the vulvovagina and urethra. 
The only one to escape was the baby, about two years old, who 
was kept fairly well separated from the others. Furthermore, the 
infection of the above described cases was from the sheets or per- 
sonal contact with a female. It is well to note that there was no 
question of meddlesomeness of nurse or others. 
SYMPTOMS 

“The onset of gonococcal peritonitis is absolutely unforeseen 
and brutal” (Comby). The discharge may be very little or 
abundant, old or recent, may be overlooked. There are no 
prodromes. Pain and vomiting suddenly announce the onset. It 
simulates acute indigestion. The vomiting is at first of food, later 
bilious. The pain is sometimes moderate and ephemeral, some- 
times excessive and lasting. The whole course of the peritonitis 
may be in accord, may be short and slight or excessive. The ab- 
domen is sensitive to the slightest touch, yet according to Comby 
there is not usually a sense of muscular defense, no stiffness of the 
abdominal wall, no localized pain over McBurney’s point. In 
some cases simple grazing of the abdominal wall calls forth cries 
and groans. The patient seeks to immobilize her abdomen and re- 
lax all muscular pressure. The abdomen may be flat or distended. 
Constipation is often pronounced ; it may be absent ; diarrhea may 
be present (rarely) instead. In our cases the abdomen was slight- 
ly distended, stiff and exceedingly sensitive to the slightest touch. 
Gradual pressure produced less pain than one would expect. How- 
ever, in Case A, there was no doubt in our minds that there was 
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localized pain and resistance over the appendix. In Case B the 
severest localized pain was in the splenic region. 

In a majority of the cases the temperature abruptly rises to 
the vicinity of 104° F., after two or three days it drops to 100% ° to 
102° F., and continues about two weeks. The pulse is rapid and 
out of proportion to the fever, 140 to 180. The respiration is 
thoracic and rapid, 30, 43, 48, and once 50 per minute. 


CASES 


SEVERE 


GENERAL APPEARANCE OF 

Facies. Face pale, drawn, anxious, even agonized, nose and 
lips thin and pinched, cold and cyanotic. 

Attitude. Dorsal decubitus; one of our cases lay mostly on 
her side, knees flexed upon the abdomen. Abdomen distended, 
stiff, sensitive to slightest touch, and not proportionately so to 
steadily increasing pressure. Tenderness may be present and 
localized in right fossa (one of our cases), in splenic region (one 


of our cases) or in left iliac fossa. (Comby.) 


PROGNOSIS 

As to life: a large proportion of cases of general gonococcal 
peritonitis are benign. Comby’s cases and my own make 10, all 
recovering. Three fatal cases are recorded in young children. 

As to the conditions left after recovery from the abdominal 
lesion. In describing the lesions the authors speak of false mem- 
brane, sero-pus and clear fluid in the abdomen. Obviously the 
surviving peritoneum may absorb clear fluid possibly sero-pus, 
depending on the amount present and its own abilities to take care 
of the fluids exuded. The presence of false membranes would 
suggest probable adhesions. The outcome of this pseudo-mem- 
branous inflammation is problematical. Our gynecologists may 
tell us something. The sterile young married woman may be men- 
tioned in their answer. I find it suggested by some writers that a 
gonococcal seeding and ripening leaves the soil much as it found 
it. Others maintain that the result of gonococcal infection of the 
uterus, tubes and ovaries in young girls, under puberty, interferes 
with the further development of those organs, resulting probably 
in permanent sterility. 

Comby speaks of the peritoneum being grazed with a gono- 
coccal infection resulting in “peritonisme” rather than peritonitis. 
Such a condition results in sharp onset, moderate symptoms and 


a 
| = 


398 Norturur: Gonococcal Peritonitis 


ephemeral, subsiding in twenty-four to forty-eight hours. This al- 
lows the peritoneum, when there has been no suppuration, to re- 
turn at once to the normal, recovering its integrity absolutely. 
Finally, he says, most fittingly and strikingly: “Do not be sur- 
prised to see ending rapidly and favorably cases of peritonitis 
(gonococcal) which have begun in an explosive manner.” 

With this last sentence I am in full accord, as to Dr. Comby’s 
“peritonisme.” I think it well covered by the quotation from Dela- 


field and Prudden under Case A. 


DIAGNOSIS 


Appendicitis requires first to be ruled out; it is the most com- 
mon. Pneumococcus peritonitis must be considered, as well as all 
forms of septic general peritonitis. 

The best suggestion I can make is, when a young girl presents 
abdominal symptoms, having an explosive beginning, examine for 
vulvovaginal discharge. If gonococcus is identified, defer opera- 


tion. 
TREATMENT 

There is nothing new to add. The disease tends to recovery 
Some, no doubt, require laparotomy. In my cases neither required 
it. Ice on the abdomen; regular diet; enemata and saline laxa- 
tives. Morphin, hypodermically, for excessive pain, or codeia 
sulphate. 

Locally, frequent and effective cleaning and vaginal injec- 
tions. Thereafter, 1 to 10,000 aqueous solution of bichlorid of 
mercury; potassium permanganate in aqueous solution. In the 
French cases “serum” was injected. Whether the serum was an 
antitoxin is not stated. 
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Burns, E. ANp Harvarp, B. M.: CoMMON CONGENITAL 
LESIONS OF THE UriNARY Tract. (Journal American Medical 
Association, 146:419, June 2, 1951). 

Congenital obstructive lesions of the urinary tract are usually 
encountered at or near the ureteropelvic or ureterovesical junction 
and at the vesical neck. Because they are frequently multiple, 
thorough evaluation of the urinary tract is imperative before in- 
stitution of therapy. No single operative procedure is applicable 
to all cases of obstruction at the ureteropelvic junction. One may 
find it necessary to combine two or more methods in order to 
obtain a good functional result. If the obstruction is bilateral, the 
side with the greater renal damage should be operated on first and 
the other side within three months, if possible. For obstruction at 
the ureterovesical junction, involving only the mucosa, transure- 
thral resection of the resulting intravesical cyst is usually sufficient, 
although in children suprapubic excision is frequently required. For 
obstructions involving the entire wall, which, in our experience, 
have been encountered only in children, ureteral meatotomy has 
proved successful in our hands. Obstructions at the vesical neck 
must be relieved promptly before irreversible damage takes place. 
The auchors prefer the modified retropubic approach for removal 
of these obstructions, although the transurethral approach may be 
employed. Exstrophy of the bladder is an obvious lesion which is 
treated by transplantation of the ureters into the rectosigmoid, re- 
moval of the bladder and correction of the associated hernia, and 
plastic repair of the penis. Of the three types of hypospadias, 
glandular hypospadias, when the orifice becomes stenosed, requires 
simple meatal dilatation or meatotomy unless severe chordee is 
present, in which case it is necessary to convert it to a penile 
hypospadias, which is treated accordingly. For penile and scroto- 
perineal hypospadias, treatment consists of surgical correction of 
the chordee followed by construction of the new urethra. The 
authors prefer the Denis Browne technique for this purpose, be- 
cause it is simple and easy to perform, is capable of completion in 
the preschool age and has a relatively short postoperative course. 
Epispadias can be corrected by this same technique. 

Micwaet A. Brescia, M.D. 
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KeitH, J. D. ANp Netti, C. A.: RoEUMATIC FEVER TREATED 
Wirnh Cortisone anp ACTH. (Canadian Medical Association 
Journal, 64:193, March 1951). 

Twenty-three cases of rheumatic fever were treated with ACTH 
or cortisone. Fever and arthritis were promptly relieved ; the sedi- 
mentation rate was brought to normal in most cases in 3 weeks; 
the children gained on an average of 114 pounds a week while on 
such therapy; gallop rhythm frequently disappeared ; nodules dis- 
appeared in 3 cases in approximately 3 weeks; choreiform move- 
ments ceased in 3 weeks in 4 cases; there was usually an appre- 
ciable rise in hemoglobin and hematocrit during treatment. There 
was no significant change in heart murmurs. Changes in heart size 
were not significantly different from those seen in children treated 
with bed rest and salicylates. The sedimentation rate frequently 
rose after hormone therapy was stopped, but usually the rise was 
transient. In other cases the hormone had to be restarted for a 
further interval. Patients with chronic heart failure were not im- 
proved by such therapy and in one case the failure became more 
marked during treatment. Two cases of acute heart failure in the 
first attack of rheumatic fever were quickly and dramatically im- 
proved when hormone therapy was begun. 

AuTHORS’ SUMMARY. 


Wyatt, O. S.: INTESTINAL OBSTRUCION IN THE NEWBORN AND 
THE INFANT. (Journal American Medical Association, 146 :236, 
May 19, 1951). 

A newborn infant who has not passed meconium and vomits 
everything undoubtedly has an intestinal obstruction of some type. 
The most frequent type of obstruction met with in the newborn 
is hypertrophic pyloric stenosis. This condition usually manifests 
itself the second or third week of life and is characterized by pro- 
jectile vomiting, visible gastric peristalsis and palpable pyloric 
tumor. Duodenal and small bowel obstruction are met with not too 
infrequently in the newborn. The diagnosis should be made in 
the first 48 hours of life. Vomiting and lack of meconium are 
usual. If an atresia is present, no meconium shows on the diaper 
and a rectal swab gives a negative Farber test. If the condition is 
stenotic in nature, small amounts of meconium are present and 
Farber’s test is positive. A flat plate of the abdomen will clinch 
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the diagnosis. Absence of gas in the colon after nine hours in- 
(licates small bowel obstruction. After the first few weeks of life, 
acute intussusception is the most frequent type of intestinal ob- 
struction. Sudden intermittent abdominal pain ushers in the attack. 
Violent onsets will produce shock quickly ; however, if the pain i: 
moderate or mild, no shock will be present. Fully 50 per cent of 
the infants with intussusception do not present shock. Within a 
few hours after the onset blood and mucus will be passed by rectum. 
Abdominal examination will usually reveal a mass. 
A, Brescia, M.D. 

C.: Benavior DistURBANCES IN EpiILeptic CHIL- 
DREN. (Journal American Medical Association, 146:436, June 2, 
1951). 

Behavior disturbances fall into two general groups. First, there 
are those which are direct expressions of disordered cerebral func- 
tion, just as are the convulsions themselves. Secondly, there are 
behavior symptoms indirectly associated with the basic disorder 
which represent the patient’s personal reaction to being ill as well 
as to the way his illness is regarded by those about him. There 
are five traits which characterize the primary (direct) behavior 
disturbances. (1} Erratic variability in mood and overt behavior 
implying an apparently unprecipitated, purposeless fluctuation in 
social adaptability occurring at longer or shorter, and usually 
irregular intervals. (2) Hypermotility refering to gross motor 
activity, more extreme or more constant than is usually seen in 
other children of comparable age. (3) Irritability and irascibility 
relating to the relative ease with which some persons become im- 
patient, angry, or aroused to aggressive, hostile, vindictive activity. 
(4) Distractibility refering to a child’s inability to concentrate, 
to apply himself continuously to a task or a matter of interest. (5) 
Selective difficulty with mathematics in the school work. The sec- 
ondary behavior disturbances may concern themselves in the 
epileptic child as a dread of the seizures themselves. Or in other 
children, the parents, who must inevitably be concerned about the 
seizures, may communicate their anxiety to the patient and thus 
aggravate whatever concern is already disturbing his emotional 
equilibrium. Unfortunately, public attitudes toward seizures and 
their victims are in many quarters unenlightened, and many 
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epileptic children are being excluded from activities in which they 
could profitably engage. Such restrictions in some instances stim- 
ulate compensatory behavior reactions that may be a problem for 
the patient or his family. Micuaet A. Brescia, M.D. 


Boyp, H. AND Herrick, F.: TREATED WITH 
POLYOXYETHYLENE SORBITAN Monooveate. (Journal of Pedia- 
trics, 38: 493, April 1951). 


A child is reported who had typical and severe celiac disease. 
This was treated with unusual success by the simple addition to 
her meals of PSM in the ratio of 40 mg. of PSM to each gram 
of ingested fat. The use of this emulsifying material permitted 
her to eat a normal full diet and to live in a state of complete 
remission until spontaneous recovery from the disease took place. 
A second child has also been enabled to enjoy complete clinical 
remission while taking PSM, although she still depends upon its 
regular use. We suggest PSM as an aid in treating celiac disease. 
AvuTHoRS’ SUMMARY. 


Carrer, C. O. AND Savace, T. R.: PyLoric STENOsIS IN Four 

First Cousins. (Archives of Disease in Childhood, 26:50, Feb. 
1951). 

There is evidence that genetic factors play some part in the 
causation of pyloric stenosis. Identical twins appear to be more 
often both affected than fraternal twins of like sex, and the in- 
cidence in brothers and sisters of children with pyloric stenosis is 
higher than in the general population. A family of 11 brothers 
and sisters is presented, five of whom have had children, and of 
these four have had a child with pyloric stenosis in which the diag- 
nosis was confirmed at operation. This family provides additional 
evidence that genetic factors are in part responsible for the con- 
dition. Also, it suggests that if a recessive gene of incomplete 
manifestation is at work then a high proportion of the population 


must be carriers. AvuTHorRS’ SUMMARY. 
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BOOK REVIEWS 


MATERNAL Care AND Menta Heattu. By John Bowlby, M.D. 
Special Number of the Bulletin of the World Health Organiza- 
tion. Vol. 3, pp. 355 to 533. Paper. Price $1.50, 1951. 

The author who is director of Child Guidance Department, 
Tavistock Clinic, London, has written an excellent paper on 
maternal care especially considering the effects on the future men- 
tal health of the children. The paper is in two parts, the first of 
which considers the adverse effects of maternal deprivation. This 
subject is elaborated by a discussion of the origins of mental ill- 
health, reviewing the evidence on the effects of deprivation and 
research into the effects of deprivation. The second part of the 
paper concerns itself with the prevention of maternal deprivation. 
The chapters of the second part are titled The Purpose of the 
Family, Causes of Family Failure in Western Communities, with 
special reference to Psychiatric Factors, Prevention of Family 
Failure, Illegitimacy and Deprivation, Substitute Families—Adop- 
tion and Boarding-Homes, Group Care, Care of Maladjusted and 
Sick Children and Administration of Child Care Services and 
Problems for Research. 

A, Brescia, M.D. 


MANAGEMENT oF CeLtac Disease. By Sidney V. Haas, M.D. 
and Merrill P. Haas, M.D. Cloth. Illustrated. Pp. 188. Price 
$5.00. Philadelphia: J. B. Lippincott Co., 1951. 

This book is an excellent monograph covering the subject of 
celiac disease. The authors include a succinct analysis of the con- 
troversial aspects of the etiology, pathology, symptomatology, 
diagnosis and treatment of this disease. The literature is exten- 
sively reviewed and the book contains a bibliography of over 600 
references. The etiology of this condition is still unknown. How- 
ever, the authors submit an interesting hypothesis. This is that 
the intestines convert the polysaccharide into an irritant substance, 
possibly an anthroquinone instead of normally breaking it down 
into two molecules. This conversion might be aided and abetted 
by a still undetermined microbe. The treatment advocated by the 


authors after a wide experience with the disease is quite definite. 
It is a diet from which polysaccharides are excluded so far as 
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possible. They have had signal success with their specific carbo- 
hydrate diet when adhered to for a year to 18 months. 
A. Brescia, M.D. 


HANDBOOK OF PEDIATRIC MepicAL EMERGENCIES. By Adolph G. 
De Sanctis, M.D. and Charles Varga, M.D. Cloth. Illustrated. 
Pp. 284. Price $5.00. St. Louis: C. V. Mosby Company, 1951. 
This is a practical and handy book to have available by every 

physician and certainly would be a valuable asset as part of the 

equipment of all hospital emergency clinics. The first section of 
the book is devoted to the more common emergencies that one 
might meet and the treatment, outlined in clear and concise lan- 
guage, is lucid. The second section of the book is concerned with 
some procedures which are used in infants and children. No men- 
tion is made of PAS in the treatment of tuberculous meningitis, 
nor is ACTH mentioned in the treatment of Waterhouse-Friderich- 
sen syndrome, asthma and burns. However, this can be easily 
included in a future volume if their use in these diseases continues 
to prove of value. The appendix at the end of the book, giving 
the common commercial names and the poisonous contents of 
many household items, is of value as a quick reference. The 
reviewer was glad to note that x-rays of the skull are best deferred 
in head injuries since X-rays of the skull rarely influence the course 
of treatment. The illustrations and instructions given for obtaining 
blood from the internal jugular vein are not very clear, inaccurate 
and seem an impractical method. Micnaec A. Brescia, M.D. 


From A Doctor’s Heart. By Eugene F. Snyder, M.D. Cloth. 
Pp. 251. Illustrated by cartoons. Price $3.75. New York: 
Philosophical Library, 1951. 

This book comprises the reflections of a physician, a refugee 
from the turmoil of Europe, who came to this country in 1940 
and worked many years without taking time for a rest. When he 
did decide to take a vacation he suffered a coronary occlusion. 
Lying in the horizontal is apparently conducive to a review of 
one’s past and one’s follies. The author uses the stratagem of 
conversation in the sick room between his teen-age son, wife who 
is also a physician and himself. This book would have been of 
much more value if the author had stressed more the feelings and 
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mental gyrations of one who is active and finally is made to rest. 
The use of the teen-age son to ask searching questions as to the 
etiology, pathology, diagnosis and treatment of cardiovascular 
diseases is unrealistic and at times quite boring. The author shows 
a great deal of hindsight in giving advice regarding properly spaced 
vacations, etc. However, this admonishment was given to us in 
the bible by St. Luke—“Physician, heal thyself.” There are two 
very brief anecdotes of the author's early life in Europe. These 
anecdotes are packed with drama and show promise of an interest- 
ing biography. However, the book under discussion, regardless of 
the sincerity of the author, does not have much to recommend it. 
Micuaet A. Brescia, M.D. 


Pepiatric ALLERGY. By Robert Chobot, M.D. Cloth. Pp. 284. 
Price $4.50. New York: McGraw-Hill Book Company, Inc., 
1951. 

As the author states in the preface this book has been written 
for the student taking a course in pediatric allergy, and for the 
pediatrician and general practitioner, in the hope that it will enable 
them to diagnose and treat allergy in children with a greater 
degree of success. The book is written simply and makes easy 
reading. But at thé same time contains many points of immediate 
interest presented ih such a manner as to be easily absorbed. The 
author notes that in dealing with an allergic child, no diagnostic 
procedure is as important as taking a complete and careful history. 
Heredity plays no role in induced allergies, however, the spon- 
taneous allergies are marked by a hereditary tendency. The author 
places a great deal of importance on the eradication of foci of 
infection in treating the allergic child and even recommends ton- 
sillectomy, when indicated, as early as the age of 14 months. This 
latter recommendation might be subject to controversy. Foods are 
a common cause of asthma in infancy, but after the age of 4 or 5 
years food sensitivity undergoes spontaneous involution in about 
98 per cent of the cases. Few children remain food sensitive into 
adolescence. The foods that most commonly cause allergy in 
children include milk, eggs, fish, tomatoes, oranges, chocolate, nuts 
and pork. In infancy, milk and eggs are the most frequent offend- 
ers. Pollen sensitivity, which includes house dust, molds, wool, 
feathers, animal danders, orris root and seeds, such as flax, kapok 
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and cottonseed, is one of the commonest causes of allergy in 
children. It usually appears after the fifth year but may occur at 
an earlier age. The author notes that the antihistaminics are of no 
value in asthma, their only benefit being one of sedation. Aspirin 
should be avoided altogether in asthmatic children. 

MicuAer A. Brescia, M.D. 


Disease Dur to Cat Scratcues. (Semaine des Hopitaux de 
Paris, 26: 1895, May 30, 1950). Debré and co-workers report 12 
cases of subacute adenitis in five young adults and seven children 
between the ages of 5 and 16 years. Suppuration resulted in 11 
of the 12 patients, and healing without cicatrization occurred in all. 
The disease had a febrile course in some instances, particularly in 
the adults. It has not been described previously. The term “dis- 
ease due to cat scratches” was suggested by the authors, because 
as a rule the disease occurred in children who played usually with 
cats and were scratched repeatedly by them. The incidence of the 
disease was higher in rural districts than in cities. Cases were 
observed in various regions of France and by Foshay in Cincin- 
nati. A small maculovesicular lesion preceding the adenopathy 
was detected in five patients and was considered as the point of 
entrance of the infection. The seat of adenopathy varied with 
cervical, submaxillary, axillary, inguinal and epitrocheal lymph 
nodes involved ; except for two children a single lymph node was 
involved in-each case. Biopsy of the involved lymph node was per- 
formed and microscopic examination revealed characteristic 
nodules composed of reticular cells with epitheloid aspect. The 
center of the nodules showed a tendency to necrosis. An errone- 
ous diagnosis may be made frequently in such a case. Bacterial 
infection, mycosis, spirochetosis, an abnormal type of venereal 
lymphogranuloma and tularemia were excluded. The intradermal 
reaction obtained with homologous antigen was positive in all 12 


patients, even many years after recovery, while it was negative in 
control persons. The local reaction to the intradermal injection of 
the antigen may be associated with a general and a focal one which 
add to the specific value of the reaction. Aureomycin was the only 
drug which seemed to hasten the recovery.—Journal .4.M.A. 
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Private First Class Melvin Brown, of Mahaffey, 
Peninsula of Honor for valor in action near Kasan, Korea, September 4, 
1950. Stubbornly holding an advanced position atop a wali, Pfc. Brown stood off 
attacking North Koreans antil all his ridé ammunition and grenades were gone. 
When last seen he was fighting——with only an entrenching shove!—ra‘her than 
give up an inch of ground. 

Never forget tiie de otion of Melvin Brown! 

Now, this very day, you can help make safer the lend he served so far “above 
and beyond the call of duty.” Whoever you are, wherever you ate, you can begin 
buying more .. . and more .. . and more United States Defense* Bonds. For every 
time you buy a bond you're helping k-ep solid and stable and strong the country 
for which Private Brown gave everything he had. , 

And remember that strength for America cam mean peace for America—so that 
boys like Melvin Brown may never have to fight again. 

For the sake of Private First Ciass Melvin Brawn and.ell our serv icemen—for 
a own boy —buy more United States Defense Bonds—now. Defense is your job, 


Don't forget that now every Series E Bond example, that a Bond you bought for $18.75 
you own automatically goes on earning ean return you not just $25 but as much 
interest for 20 vears from date of purchase as $33.33! For your country’s security, and 
instead of 10 as before, This means, for your own, buy U. S. Defense Bonds now! 


*ULS Savings Bonds are Defense Bonds » Buy them regularly! 
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only broad-spectruat antibiotic available 
concentrated drop-dose potency, Crystalline 
_Ter.amycin Hydrochloride Oral Drops provide 
200 mg. per cc.; 50 mg. in each 9 drops. 

Indicated in a wide range of infectious diseases, 
Ss aa ; Terramycin Oral Drops are miscible with most 
foods, milk and fruit juices, affording optimal 


 gase and simplicity in administration. 


Supplied | 2.0 Gm. with TO cc. of diluent, 


ANTIBIOTIC DIVISION CHAS. PFIZER ® CO.,INC., Brooklyn 6, 
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